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PREFACE TO THE FOURTH 
EDITION. 

I HAVE not found it necessary to make many changes 
in preparing the present edition, as only a compara- 
tively short time has elapsed since the third was 
published. 

As regards dilatation of the cervix, however, there 
is a change of some importance. Rapid dilatation 
is now recommended only for those cases in which 
dilatation is undertaken soon after a confinement or 
miscarriage, or where it is required during pregnancy on 
account of some p.athological state of the ovum, such 
as, for example, hydatidiform mole. In other cases 
requiring dilatation to an extent necessary to admit the 
finger, I prefer to use specially prepared laminaria tents, 
If the dilatation so obtained is not quite sufficient, a 
few sizes of Hegar's dilators can be used to complete it 
I have also been able to give a later report of 
several of the cases of supra-vaginal amputation of 
the cervix for cancer. Nos. 6, 12, 16, and 17 (see 
Table, p, 240) are known to be still quite well at 
intervals of six years, nearly five years, three years 
and a half, and three years respectively. The speci- 
mens from these cases and sections of them were 
shown at a meeting of the Royal Medical and 
Chirurgical Society in December 1 892, when a 
paper of mine on the supra-vaginal amputation of 
the cervix for cancer was read. I have now had^ 
twenty-two cases of this operation without a deatl , 
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Some progress has been made towards deciding 
whether the supra-vaginal amputation of the cervix, 
or total extirpation of the uterus, should be the 
treatment for cancer of the cervix in cases suitable 
for radical treatment. For cancer beginning in the 
vaginal portion tlierc can be no doubt that the 
supra-vaginal amputation of the cervix is the right 
treatment For cancer biginning in the cervix aboi'e 
the vaginal portion, it seems probable that, if the 
case is seen early enough, vaginal hysterectomy- 
ought to be preferred. For primary cancer of 
the body there is, of course, only total extirpation. 

All authorities are not yet agreed that vaginal 
hysterectomy for cancer is more dangerous than the 
supra-vaginal amputation of the cervix. My own 
opinion, however, based on a considerable experience 
of both operations, is that total extirpation is de- 
cidedly more dangerous, both as regards the risks 
necessarily attending the operative manipulations, 
and also as being a severe test of the vital powers 
of the patient My experience of it so far has not 
been unfavourable — viz,, seven cases with one death. 
In four of these cases the operation was undertaken 
for primary cancer of the body of the uterus, and all 
these recovered ; in the other three it was done for 
cancer of the cervix, and one of these died. It 
must be borne in mind that the operation itself, as 
an operation, is very much more difficult for primary 
cancer of the body, inasmuch as in such cases the 
body of the uterus is so often greatly enlarged. 

ARTHUR H. N. LEWERS. 

WiMPOLE Street, W.. 
May 1893. 
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It may be safely said that no subject presents 
greater difficulties to the beginner than Gynecology. 

The opportunities of becoming practically ac- 
quainted with it are necessarily less than in most 
other branches of medicine. Take, for example, 
diseases of the heart ; a beginner, if he listens to 
the heart in as many cases as possible, spends 
some three or four weeks before he becomes able 
to appreciate even well-marked murmurs. 

Frequent examination of cases is just as neces- 
sary, in order to acquire accuracy in physical signs, 
in gynascology, as in diseases of the heart ; but 
whereas an almost unlimited number of observers 
can listen in a case of chronic heart disease, a 
gynaecological case can only be examined by two, 
or at most three, on any one occasion. 

It is therefore proportionately important that the 
very most be made of each clinical opportunity. 




Xtv INTRODUCTION, 

Before taking a clinical clerkship in the de- 
partment for diseases of women, the student should 
refresh his knowledge of the relations of the pelvic 
organs by attendance in the post-mortem room, 
and examining for himself the position of parts 
when the abdomen has been opened, and the 
intestines are held up out of the way. 

Particular attention should be paid to the uterus, 
noticing its size, relation to the bladder, and testing 
its mobility by seeing how far it can be drawn 
up out of the pelvis ; to tlie broad Hgamcnls, and 
the relations of the structures projecting from them ; 
and to the poitch of Douglas, bounded laterally by 
the utero-sacral ligaments, and at its lowest part 
in close relation with the posterior vaginal wall. 

The pelvic organs should then be taken out en 
masse and examined more closely. 

First the urethra and bladder should be laid 
open, the length of the urethra should be noticed, 
and the position of the orifices of the ureters. 
Probes should be passed along them. Next the 
vaginal portion of the cervix should be looked 
at, and a probe passed into the uterus. Finally 
the uterus should be slit up, noticing the relation 
of the bladder to the anterior aspect of the cervix 
— the cavity of the cervix marked by the folds 
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of mucous membrane constituting the arbor vitiE — 
and the cavity of the body. Fine bristles should 
be passed from the uterus along the Fallopian 
tubes. 

The various named structures shown in Fig, 92, 
on page 263, should be identified. 

If even one set of organs is examined in this 
way, the student will find it in the end a great 
saving of time, as his clinical progress will be 
more rapid and intelligent than it otherwise 
could be. 

Another point of importance is by no means 
to neglect examining cases where the physician 
pronounces everything norma! ; and again, to take 
every opportunity of recognising physical signs 
when a case is being examined under an anaesthetic. 
Those commencing the study of gynecology should 
more especially concentrate their attention on ac- 
quiring proficiency in the Bimanual examination, 
and in the diagnosis of pregnancy, especially in 
the earlier months. 

I have endeavoured to arrange the divisions of 
the subject, as far as possible, in what may perhaps 
be called their natural order from a clinical point 
of view, first dealing with the history, then with 
the physical examination, then with diseases of 
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the external parts, diseases of the vagina, diseases 
of the uterus, and so on. 

The treatment of early malignant disease of the 
cervix by the supra-vaginal amputation has been 
dealt with in considerable detail, as this operation 
is by no means so well known in this country as 
it deserves to be. 

Numerous illustrative cases have been inserted 
at various parts of the book ; they are, I think, 
a considerable help in learning the subject, and, 
moreover, they relieve the monotony incidental to 
systematic description. 
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If marriedi h<nv long married. 

Number of children, if any, wilh dale when the last u/as 
bom. 

Whether she has had any miscarriages ; if any, date of 
each, and the period to which pregnancy had advanced 
when the miscarriage occurred. 

ChEiracter of each confinement, easy or instrumental ; 
if flooding, severe abdominal i>ain, vomiting or fever, 
(shivering fits, thirst, etc.) occurred after the confinement. 
A rough guess may be formed as to the nature of the 
confinement by asking how long she was compelled to 
remain in bed after it. 

We now ask the patient : — 

What do you complain o/l 

Her answer should be taken down as far as possible in 
her own words, leading questions being avoided, and after 
each answer merely enquiring " anything else ? " 

The duration of each symptom should be noted. 

Some difficulty at times arises in fixing the date when 
the present illness began. Here we can often succeed by 
asking : — 

Ifo70 long is it since you think you were in perfectly good 
health ? 

We next enquire how menstruation has been performed 
since the beginning of the illness, 

We ask : — 

Are you quite regular nowf 

If the patient says " Yes," we next say :— 

Every four weeks f 

Because women often say they arc " quite regular " 
when they mean they menstruate every fortnight or three 
weeks ; in fact, by " regular " they mean they do not go 
more than/our weeks without menstruating. 

//am many days does it last 1 
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Haveyau any pain with U ? 

Enquiry is 10 be made wheiher ihe pain is before the 
flow begins, or during the flow, or after it. 

If, as often happens, the pain is not sliarply limited to 
one or other of these periods, we should find out when 
it is at its worst. 

Aiso ascertain the seat of the pain, e.g., the back, hypo- 
gastrium, or one or other ovarian region. 

The following questions should also be asked :— 

Js iht pain constant, or worse at times 1 

Does the pain shoot down the legs 1 

Is it relieved by lying down ? 

Particularly enquire whether the patient has always had 
the pain since she first began to menstruate, or whether 
it has onJy affected her for a limited time, e.g., since the 
birth of the last child, or since she married. 

Is the discharge a good colour I i.e., red. 

Do you lost much I Two women may menstruate for 
the same number of days each period, but one may lose 
much more than the other each day. 

Are there any clots or shreds in the discharge ? 

Having learned how menstruation has been performed 
since the beginning of the illness, we now go on to 
ascertain how the function was performed previously, to 
see if there has been any alteration. 

We ask :- 

Hlien were yon first poorly in yonr lifetime f 

Supposing the patient to say she was fifteen at the 
time, we ask " between fourteen and fifteen ? " or " fifteen 
and sixteen ? " 

Did you come on quite regular at first, or after seeing it 
anee did it leave you for some months 1 

Either alternative is equally physiological. 

We then ask as before, whether she was quite rcgu' 
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every four weeks when the function had become estab- 
lished, or how it was. The duration, quantity lost, 
colour, clots or shreds in it, if attended by pain or not, 
are noted as in the former case. 

Many diseases disturb the regular performance of the 
menstrual function, and the object of these enquiries is 
to be able to compare the performance of the function 
since the patient has been ill, with its performance when 
the patient was in thoroughly good health. 

There is no absolute standard applicable to all women. 
Individual variations within the limits of health are very 
common ; but the way the function was performed when 
the palient was quite well is the standard with which to 
compare the way it has been [.icrformed since she has 
been ill. 

Short enquirieB are made as to : — 

I. Mkhiritlon. 

(a) Have you any trouble with your water i" 
(i) Are you obliged to pass it loo freqvienlly ? and if 
so, how many timus have you to get up at 
night to pass it? 
if) Have you any pain in passing it? 
Common instances of micturition being affected by 
neighbouring local disease are :— 

(1) Retroversim of the gravid ultrus, causing retention 

and subsequent dribbling over of the urine, 
(ii) Pelvic feritomlis, which is very often a eausc of 
frequent desire lo pass water. 

II. The digestive system. 

(a) Is the appetite good ? 

(6) Are the bowels regular every day, or confined ? 

(c) Have you pain when you pass your motions? 

III. Nutrilim. 

Have you got thinner lately ? 
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IV. Any otiitr system, e.g., the nervous system, if ihe 

patient's account of her illness suggests the de- 
sirability of doing so. 

V, Previous illnesses. 

This concludes the taking of the History, 

The next step is to ourselves observe all we can as to 
the patient's condition ; the result of our observations con- 
stituting what is called : — 



The Present State, 

First the general aspect is to be noted. — Thin or well* 
nourished. Heal thy -coloured or pale. Whether looking 
obviously ill or not. Presence or absence of tedema. 

Note also the stale of the tongue and pulse ; and if there 
is any indication of fever, lake the temperature- 
Guided by what we have learned from the history, we 
may, or may not, at this stage examine the chest. 

The further examination is of two kinds : — 
<i) Examination of the abdomen, 
(ii) Vaginal examination. 

I. Examination of the abdomen. — I'he methods 
employed are : — Inspection. Palpation. Percussion. 
Auscultation. 

The patient should lie on her back, all clothes fastening 
round the waist being loosened ; it is best to have the 
surface of the abdomen exposed. 

Inspection We notice : — The size of the at'domen, 

whether distended or not. The s/i<ipe of the abdomen — 
I localised bulging, e.g., in the flanks. The condition of ihe 
ttmbilieus. If the umbilicus is depressed, there is usually 
' no very considerable tumour or accumulation of fluid 
within the peritoneum, Any apparent cnbrgement of the 
abdomen in such a case is simply due to accumiilt'''^ 




fat in the abdominal walls, with c 
the intestines by flatus. 

The position of the uml'iiiius —vheiher exactly in the 
middle line or displaced to one side, whether nearer the 
puljes or the xiphisternal articulation. This can of course 
be more accurately ascertained by measurement. 

Tke presence of pigmentation, particularly between the 
umbilicus and the pubes. 

The presence or absence of " skin-cracks " — lineK albi- 
cantes — in themselves only evidence of over -distent ion of 
the abdominal walls ; but the commonest cause of the 
over-distemion is pregnancy. 

On the other hand, absence of skin-cracks is no evidence 
that the patient has not had a child at term — it merely 
establishes a probability in that direction; for in excep- 
tional cases, even when the patient has had a child at full 
term, skin-cracks may he absent. 

The presence of enlarged veins under the skin of the abdo- 
minal wall. 

Alterations during respiration. — Supposing the presence, 
for example, of the pregnant uterus at an advanced period 
of gestation, say at the seventh month ; if we ask the woman 
to take a deep breath and to let it all out while we are 
looking at the abdomen in a good light, during inspiration, 
we see the upper border of the swelling formed by the 
pregnant uterus descend, and during expiration we see it 
ascend. The same phenomenon is seen in cases of ovarian 
tumour. 

The appearand of the breasts. — Although not strictly 
forming any part of the abdominal examination, stil! prac- 
tically it is at this stage of the examination that it is 
convenient to note their condition. 

We observe -.—their size, whether plump or flabby. 

If the breast looks plump, this may be due either to 
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the presence of fat, or to a real hypertrophy of the 
gland tissue. In the latter case the breast has a nodular 
feeling, which is absent when the plumpness is due to fat. 

Presence or alisenct of skin-fracks.^The nipples, well 
formed or not, e.g., depressed, either flat, or actually tucked 
in at the middle. 

The primary areola, i.e., thai immediaUly round the nipple, 
its si^e, shade of pigmentation, whether studded with little 
prominences (enlarged follicles) or not. Whether hairs 
grow on it, or round it. 

The secondary areola ; this is usually only to be seen in 
the later months of pregnancy, and for a variable time 
after labour, A secondary areola may occasionally be 
seen m brunettes altogether apart from pregnancy; when 
present, it occupies an area usually a finger's breadth 
in width (though sometimes it is much wider) around 
the primary areola. Its appearance is usually described 
by supposing a white surface to be painted brown, and 
then further supposing that a shower of water-drops 
washes away the pigment where the drops fall, exposing 
the underlying white. It really consists of numerous 
white circles about /^ to ^ of an inch in diameter, separated 
from one another by brown intervening spaces. 

The presence of enlarged veins on the breasts, as seen in 
pregnancy. 

The presence or adsefue of secretion. — This is observed by 
squeezing the breast in the whole hand pretty firmly in 
the direction of the nipple. The fluid squeezed out may 
be clear or milky. 

In doubtful cases the presence of a little secretion in 
tlie breasts is of small value for diagnosis. Much more 
reliance may ,l>e placed on the appearance of the breast. 
For instance, if in a woman who has had no children 
it looks plump, and there are veins clearly seen coursing 
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over it, if the primary areola is deeply pigmented and 
studded with enlarged follicles, and if there is also a 
secondary areola, and the breast has the nodular feeling 
previously referred to, there is a strong probability that 
the woman is pregnant. 

Palpation. — The whole area of the abdominal wall 
should be carefully palpated, ming both hands. 

Light " springy " palpation gives more information thiin 
any effort to overcome the resistance of the abdominal 
muscles by force. 

The patient should be told to keep the mouth open ; 
to breathe deeply and rather slowly, and to let the 
abdominal wall (or rather, as she understands it, "the 
stomach ") be as loose as she can. 

Great assistance will be obtained in some cases, where 
the patient is very nervous, by taking every trouble to 
reassure her, and to persuade her, that she is not going 
to be hurt in any way. Distracting her attention by a 
few questions is another help to attain the end in view, 
namely, as little resistance as possible from the abdominal 
muscles. 

Light palpation frightens the patient least, and does not 
give rise to any discomfort ; it should always be employed 
first. ^Ve may employ deep palpation later on, when we 
have learned all we can by light palpation, and when time 
has been given for the patient to become a little accustomed 
to the examination. 

The kidneya. — It is good practice to try and feel 
the kidneys in each case. The right one is more easily 
felt than the left. To succeed in this the patient must 
not be too fat, the abdomen must be fairly relaxed, 
and there must be a fair amount of space between the 
ribs and the iliac crest. In trying to feel the lower end 
of the right kidney, press the finficrs of the right hand 
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pretty steadily and firmly backwards and a little upwards 
in the interval between the iliac cresl and the ribs. The 
fingers of the left hand at the same time being placed 
under the patient should raake pressure forwards towards 
the fingers of the right hand. 

It is best to press the fingers of the right hand steadily, 
and to make tilting movements forwards with the fingers 
of the left hand. 

In a great many cases, fat more than any one who has 
not tried it would imagine, the lower end, or more, of the 
right kidney can in this way be recognised. 

If it is not felt at first, we may succeed by getting the 
patient to take a deep breath. 

The lower end of the left kidney is not so often to be 
made out. 

Other points to be noted at this stage of the examination 
are : — 

(a) Whether or not the re^ti have been separated by over- 
distenthn of the abdomen. — If the patient be asked to 
raise herself into a half-siiiing posture, the edges of the 
recti can be felt with an interval of varying width between 
them, if they have been separated; at the same time, a 
pouching out of the tissues between the separated recti 
can be seen in such cases. Sometimes, on the other hand, 
the tissues between the separated recti are tucked in by 
atmospheric pressure as she raises herself. 

(i) Whether any part is tender to light or deep palpation. — 
A little care is necessary to avoid being misled. If the 
patient says it hurts her at one particular place, try several 
others; and when the attention has been distracted from 
the part first pressed, press it again; or press it while 
taking ofi* her attention by talking to her. 

(f) Whether any abnormal swflling can befell. — If such is 
recognised, endeavour to make out if tt is hard or soft ; if 
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it is elastic, or even distinctly fluctuating ; if its surfnce is 
smooth or irregular ; its exact situation; central or more to 
one side than the other. Also 

The part from which it seems to spring. — For instance, if 
it comes from the pelvis, we shall usually* he unable to get 
the fingers completely under it in that direction, though 
able to do so in every other ; and if it springs from some 
part of the abdomen, e.g., from the kidney, we shall be able 
to separate it from the pelvis. Of course we are now speak- 
ing of fairly simple cases; of these, the above holds true. 
In complicated cases, e^., large tumours coexisting with 
ascites, diagnosis may be difficult, or impossible. 

{d) Sometimes a crackling feeling is communicated to the 
fingers on palpating the abdomen, rather like what is felt 
when air has got into the subcutaneous connective tissue 
■ — surgical emphysema. The sensation referred to is felt 
in the abdomen in some cases of peritonitis, being due to 
the friction between the opposed surfaces covered with 
lymph ;t the rubbing together of these being caused by 
the palpation. 

(/) Hardening of a tumour may be felt while it is being 
manipulated ; the tumour in that case is almost certain to 
be the pregnant uterus. 

{/) Movements may be felt against the palpating hand, 
due to movements of the fcetus in utero. 

[g) Supposing the tumour to be the pregnant uterus at 
term, it is usually very easy to get the hard fcetal head 

* Somelimea a small ovarian tumour with « long thin pedicle majr 
be very completely sepanled from the pelvis when palpating in this 

+ In some case.?, howei-er, where this peculiar sensation is enperi- 
enceil Ihcte is no perilonitis. I remember il being well marked in a 
case of ovarian tumour; ycl, at Ihe operation soon after, no evidence 
of (>eritonilis was found. 
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between the fingers of the two liands in the hypogastric 
r^on. 

There 13 another sign of great value in the diagnosis of 
pregnancy. If the fingers make sudden light pressure at 
various parts of the pregnant uterus— for example, at the fifth 
month — they displace a layer of iluid, and often come on 
some hard part of the fcetus, which recedes as it is touched. 
The sensation so produced, when one has become familiar 
with it, is almost pathognomonic of pregnancy. 

(li) When a hard tumour is present in the abdomen and 
there is also ascites, if we make sudden pressure inwards 
with the tips of the fingers on the hard limiour, a peculiar 
sensation Is experienced, due to displacement of the fluid 
lying between the abdominal wall and the surface of the 
tumour. 

The above are some of the common points to be at- 
tended to in palpation. 

PercusBion. — The whole of the abdominal surface 
should be percussed. Particular attention should be given 
to the flanks, and to any area beneath which any mass has 
been felt. 

(n) If dulness be found in one flank, the patient should 
be turned on the opposite side, and after a few seconds 
the previously dull area should be percussed again. If the 
dulness first noticed was due to fluid /ret in fie abdominal 
cavity, when the patient is turned on the opposite side it 
will be replaced by resonance. 

(6) Dulness over the central region — umbilical and hypo- 
gastric regions — shading off laterally into resonance so that 
the flanks are resonant, points to some tumour centrally 
situated, such as an ovarian tumour— the pregnant uterus — 
a large fibroid tumour of the uterus — a distended bladder, 
and the like. 

(c) A tumour in the lumbar region, the tumour being 
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distinct and either feeling solid or elastic, over wliich a 
distirict line of resonance (colon) is made out, is probably 
renal : such as hydronephrosis, or malignant disease of the 
kidney. 

(rf) Dulness is also obtained over the irregular lumps 
rising out of the pelvis, produced by pelvic peritonitis, or 
pelvic cellulitis, or a large pelvic hiematocele. 

Auscultation. — The positive information obtained by 
auscultation is practically limited to two cases. 

r. Pregnancy, uterine or extra-uterine. 

a. Large fibroid tumours of the uterus. 

Sonnds heard over the pregnant uterus. 

1. Fxtal luari sounds. — Aptly compared to the ticking of 
a watch heard through a pillow. Two sounds correspond 
to each beat of the fcetal heart ; but often, in the earlier 
months, only the first sound is audible. Every opportunity 
should be taken of becoming thoroughly familiar with these 
sounds. When they are heard, we have conclusive evidence 
of pregnancy ; our not being able to hear them by no means 
excludes pregnancy ; nor should it even lead us to infer the 
death of the fcetus, unless we fail to hear the sounds after 
several observations at difl'erent times. The sounds become 
clearly audible in the last fortnight of the fifth month — 
from the i8th to the zoth week ; practised observers may 
sometimes detect them a month earlier, but the date 
named is the time they usually become appreciable to 
ordinary observers. 

Their frequency is about 140 or 150 to the minute; they 
have been said to be faster in the female than in the male, 
but this is unreliable in particular cases. 

2. Tht ukrine souffle. — This sound is synchronous with 
[he mother's pulse ; it is a blowing murmur produced in the 
enlarged arteries of the uterus. It is not peculiar to preg- 
nancy, but is also occasionally to lie heard over large 
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fibroid tumours, and still more rarely over sc 
tumours. It is distinguished from a mere pressure r 
by tlie fact that its intensity varies in a sort of rhythmical 
manner, gradually attaining a maximum, and then diminishing 
so that the sound becomes nearly inaudible. 

3. The funk or umhilUal souffle. — This is produced by 
pressure on the umbilical cord, when this is accidentally 
pressed between the stethoscope and some hard part of the 
foetus. It is synchronous with the foetal heart, not with 
the mother's. 

Il is only to be heard in a small proportion of cases ; and 
is therefore of comparatively little importance. 

This concludes the examination of the abdomen. 

We next ask the patient to turn on her left side, to push 
the hips well towards the edge of the couch, and draw up 
the knees on the abdomen — in fact, bending herself nearly 
double. It is an advantage to place the patient's left arm 
and hand behind her. This allows her to lie more on her 
face and chest than would otherwise be the case. 

We can then go on with the sjiecial local examination. 

II. The vaginal examination. — The first step is iht in- 
speclioa and (xaminatiun 0/ l/ie external parts. — To do this 
properly, the fingers of each hand are placed at the sides of 
the vulva and the labia separated. We should notice : — 

I. The state 0/ the hymen. — Its shape. Is it perfect (r^e., 
unlorn)? or torn? or is it only represented by the fleshy 
eminences, about the size of split peas, in the situation 
where the hymen ought to be? These fleshy eminences — 
the caruncula: myrtiformes — being what remains of the 
hymen after the damage done to it by ihe passage of a 
child's head at or near term, or of any other body of similar 
size, e.g., a fibroid polypus, through the orifice. It is im- 
portant to distinguish between tlie carunculie myrtiformes 
and a merely lorn hymen. 
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The carunculs myrtiformes are separated from one 
another hy intervals in which no trace of hymen remains, 
inlervab of ^ inch or more wide (Fig. i, B). 

/« //« case of a simply lorn hymen the fragments are only 
separated from one another by linear tears, no actual interval 
of any measurable width existing between the fragments 
(Fig. ,, A). 

The hymen may be torn by coitus, vaginal examination, 
use of a vaginal pipe of a Higginson's syringe, and, it is said, 
also by merely stretching the legs. 



KiG. I.— Tuillustrite the difference between a merely lomhymen.A, 
anil the carunculx myrtiformes, B. Id A the hymen has b«en torn in 
pieces, which are only sepaniled from one tuiuther by linear intervals. 
la B the carunculo: mynirormcs aie seen, which repre&cnl Ihe hymen 
after the passage of a large body, the size of the fecial head at or near 
Icnn, through the orifice of the vagini. They form projetlions, which 
are separated from one another by wide intenrals. a, The orifice of 
the urethra. 

Caruncula myrtiformes when seen are evidence either that 
the woman has had a child at or near full term, or that a 
large body {e^., a fibroid polypus) the size of a child's head 
has passed the vulva, or that the orifice has been stretched 
to a degree that would have allowed a body of that size to 
pass throtigh it. Hence the importance of being able to 
identify them, and distinguish them from a simply torn 
hymen. From the latter condition we learn that the woman 
has not had a child at or near full term. 
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It should be remembered that an intact hymen does not 
exclude the possibility of pregnancy, for in some cases the 
tissue of which the hymen consists is elastic, so that it 
stretches instead of tearing ; and, besides, pregnancy may 
occur without penetration. I saw a typical case of this 
recently at the London Hospital : — 

A young ungle Human wis brougbl to tee me on account of enlai^e- 
meot of ihe abdumen, uid some other symptoms. Oo exunining tbc 
ftbdomen, it vias easily a£cenained that the patient was six months 
pr^nanl, tbc tatal heart bebg dearly heard. On inspecting the vulva, 
the hymen was found perfect, and the orifice bounded by 11 small. My 
inipreEsion was ihal a digital examination would tear it, and this proved 
to be the case. Examinalioo with one finger in the usual vny, and with 
no unusual force, caused a deep tear of the bymen posteriorly, which 
bled &eely. A little perchloridc of iron and glycerine (1-4) was applied 
to the laceiatioD, and quickly atrealed the bleeding. 

Here, then, was a case where the patient had become 
pregnant without having allowed penetration. 

a. The colour of the mucous membrane of the vulva should 
be noted. — It may be redder than Hormal, angry looking, and 
secreting pus ; such is the case in vulvitis, the local affection 
par excellence met with in young children. 

The mucous tnembrane may be pale ; ihis is its normal 
condition in old women ; frequendy in these cases there are 
patches of dark red on the general pale surface. 

3. The orifice of the urethra. — If of normal size, and free 
from abnormal growths — warty growths — vascular caruncles, 
and the like. If pus is seen in the orifice, pressure should 
be made with the finger in the vagina along the course of 
the urethra downwards, to see if any more pus can be 
pressed out of the meatus. 

4. The presence of any abnormal sivelling or grotvth, e.g., a 
spelling as large as 3 walnut or larger in the posterior half 
of a labium majus — feeling clastic, is often met with, this 
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being a cyst formed from the occlusion of the orifice of the 
duct of Bartholin's gland on that side, and a gradual dilata- 
tion of the duct in consequence till it attains the size and 
position mentioned. 

5- Swellings or tumours may appear in the vulva and be 
seen on inspection, tJuit have arisen e/sew/iere.—^Mch are pro- 
lapse of the vaginal walls, prolapse of the uterus, tumours of 
the vagina, and uterine polypi protruding out of the vagina 
and appearing externally. 

6. If nothing is visilile beyond the ordinary normal 
[jarts, it is well to ask the patient to bear dawn or strain. 
Then if there is any prolapse, or tendency to prolapse, 
of the vaginal walls, the anterior, or the posterior, or both, 
will be seen to descend, and perhaps project some distance 
from the vagina. I'erhaps even the vagina may be com- 
pletely inverted, and form a lump as big as a cocoa-nut 
outside the vulva, the surface of the lump showing the 
external os uteri at one point, and the body of the uterus 
being clearly felt in the lump posteriorly ; this condition is 
tailed procidentia uleri. 

Sometimes on asking the patient to strain, if there are 
certain abnormal conditions of the urethra or bladder, a 
little urinC' will escape. 

Having learned all we can by examination of the vulva, 
we now pass on to the 

Vaginal examinatioii proper. — The fore-finger of the 
right hand is oiled or lubricated (a convenient preparation 
fur this purpose is glycerine containing i part of corrosive 
sublimate dissolved in looo parts of glycerine), and passed 
along the perineum forwards over the anterior edge of 
the perineum, and so into the vagina. A small point, but 
one worth attending to, is to take care that the finger- 
nail is trimmed short, and does not project over the soft 
end of the finger; and it is also of importance to pass 
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tile finger into the vagina in the manner described, so 
that the more sensitive parts in front of the vaginal 
orifice may not be touched. Any unnecessary pain, 
apart from any consideration for the patient, renders the 
examination more difficult, and less likely to give any 
useful information. 

Points for special aiUHlion ore: — i, On attempting to 
pass the linger into the vagina, it may be, that so much 
pain is caused, that the patient extends her legs, at the 
same time pressing the buttocks close together, so that 
the examination has to be given up : in such a position 
nothing whatever can be made out. 

This is likely to occur when there is acute, or even sub- 
acute, inflammation of the mucous membrane of the vulva 
or vagina— vulvitis or vaginitis : in cases also of urethral 
caruncle and labial abscess. Apart from such causes, it is 
likely to be met with in nuUiparous women of emotional 
temperament Should further examination be considered 
necessary, the patient must be completely anasthelised be- 
fore it can be carried out. 

1. The condition of tke vagina. — Whether it embraces the 
finger closely, or is lax and capacious. 

Jls kngih: the canal is notably shortened in old age. 

I'resenct or absence of Ike vaginal rugir. 

Tenderness on pressure in any particular direction, e.g., 
pressure on the anterior vagina! wall causes pain in acute 
and subacute cystitis, while pressure in any other direction 
causes no pain in such cases. 

Presence of foreign bodies, e.g., forgotten pessaries, pieces 
of sponge, etc. 

Abnormal growlhs. — For instance, tumours growing from 
the vaginaJ walls ; or from the uterus — fibroid polypi — or 
malignant growths — occupying the vagina. 

The temperature of the vagina. 
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Having noted the stale of the vagina, we pass on to ex- 
amine the uterus. 

Attention is first to be directed to the vaginal portion of 
the cervix — that part of the cervix projecting into the upper 
part of the vagina. 

We attend to : — 

(i) Tkt direction in wkieh the external as uteri is pointing, 
forwards or backwards. Normally it looks backwards and 
downwards. 

(ii) Mfuther the cervix is in the centre of the pelvis, or to 
one side. 

(iii) The length of the vaginal cervix— noxxnaWy about 
one-third of an inch— -its shape, long and markedly conical 
for instance, or short and cylindrical. Sometimes the 
vaginal portion of the cervix is hypertrophied, and may 
even extend to the vaginal orifice. This latter condition 
is a congenital peculiarity. 

(iv) The shape of the external os and its size. — Whether, 
for instance, it is a little round, or transverse, aperture some 
three-sixteenths of an inch across, as in nullipatas, the edges 
of it free from irregularities ; or a wide aperture, half an 
inch or more across, with irregular edges admitting the tip 
of the finger, as in women who have had children. These 
irregularities in the outline of the external os are due to the 
slight lacerations that occur in every first labour. In old 
women the os uteri is often on a level with the roof of the 
vagina, owing to atrophy of the cervix; the cervix does not 
then project into the vagina at all. 

(v) The surface of the vaginal portion should be felt all 
over by the examining finger, starting from the external os ; 
thus we may detect the slightly granular feeling of an ero- 
sion round the os, its peripheral limit being a slightly raised 
margin beyond which the surface is felt to be perfectly 
smooth. 
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Litlle sbottj himps may be socnetimes lieh on tbc swfitoe 
of the vagina] portion, or wben the os is patnloos oAen 
some way within the cervical caiuL 

Su<^ little profninences may be doe citber to early malig- 
nanl disease, rx to ocdnsjon rf the apertures of gbnd-duos ; 
these (hen becoming distended by their retained secrettoo. 

In this last case, if the prominence be punctured with a 
needle through a speculum, the lump will disappear. Re- 
tention cysts of this kind are called mw/n Xaivthi. 

(vi) We also note whether the cervi* has been lacer- 
ated deeply on one or both sides. ASTien there is a deep 
laceration, say on the left side, it will be found that the 
finger passes from the cervical canal (thus laterally laid 
open) to the vagina on the same side without anything 
intervenir^ between the two; whereas on the opposite 
(right) side, the finger starting from the cervical cana! has 
firet lo traverse the right half of the vaginal portion of the 
cervix before coming to the vaginal wall. 

The bimanual examination. ^This can be made 
equally well whether the patient lie on the left side, or on 
the back. It is merely a question of practice. The posi- 
tion on the side is far less unpleasant to the patient, and 
should therefore be generally adopted. 

To perform it, the left hand is laid on the hypogastric 
region, and is pressed down into the pelvb as low as the 
state of the abdominal walls will allow. The hand should 
be so placed that the ulnar border from the first lies more 
deeply than the radial. Every endeavour should be made, 
as previously directed, to get the patient to relax the abdo- 
minal muscles. The left hand thus pressed down is. kept 
quite passive while the hnger of the right hand in the 
vagina, placed on the external os, tilts the cervix upwards ; 
this of cour^ imparts at the same time an upward impulse 
to the body and fundus of the uterus, so that the palmar 
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aspect of the left hand pressed down in the way described 
receives an impube, and so becomes informed of the 
whereabouts of the fundus uteri. 

Thb being known, if the uterus is in its normal position, 
its body can be grasped between the fingers of the outside 
hand, and the finger in the vagina, the latter now being 
carried in front of the vaginal portion of the cervix 
(Fig- 2). 

If the bladder is full, even apart from any abnormal 
condition, ttie body of the uterus cannot be felt bimanually. 




Examination (Schroeder). 

The body of the uteros is seen grasped between ihe fingers of the left 
buid picssing down in the liyp<^astiiuni, and ihe fore-tinger of Ihe 
right hand in the vagina. Nole thai the bladder is empty. 

If we are unable to feel the body of the uterus, a catheter 
should always be passed. After emptying the bladder, we 
are often able to feel the uterus bimanually in cases where 
we had previously failed to do so. 

Even if the bladder is empty, we cannot, as a rule, feel 
the body of the uterus bimanually if the uterus be retro- 
flexed, or strongly relroverted. If the abdominal walls are 
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1 and very lax, wc may, however, feel the Ijody of the 
uterus bimanually, even when retroflexed or relroverted. 

The mobility of the uterus will have been estimated when 
the finger in the vagina made the upward tilting movement 
on the vaginal cervix. 

The normal range of mobility is about t^ inches in the 
upward direction ; the uterus may be absolutely immovable, 
or less movable than normal, or freely movable. 

At the same time, a fair estimate may be made of the 
weight of the uterus, whether heavier than normal, or not. 

It is of great importance, during the bimanual examina- 
tion, to be able to form an estimate of the siu of the uterus 
{particularly with a view to the diagnosis of early pregnancy), 
also to ascertain whether its surface is smootli, or the seat of 
irregular projections (as in the case of sub-peritoneal fibroid 
tumours). 

Supposing the body of the uterus cannot be felt Inmanu- 
ally, even when the bladder is empty, the internal finger 
should explore the region behind the cervix. Normally, 
when the rectum is empty, no lump should be felt in this 
situation. Tf we feel a lump there, it may be one of many 
things, e.g., it may be the body of a retrofiexed uterus, it 
may be a hiematocele, or a distended Fallopian tube, or an 
enlarged and prolapsed ovary. The passing of the sound 
will settle whether the lump is the body of the uterus or not. 

The finger having felt in front of the vaginal portion and 
behind it — explored the regions called the anterior and pos- 
terior vaginal fornices — now goes on to examine the spaces 
at the sides of the cervix— the lateral fornices ; and both 
without and with the aid of the bimanual method, note is 
taken of any masses to be felt in these regions. For in- 
sLincc, in parametritis {pelvic cellulitis) of one side, a lump 
is felt on that side of the cervix. 

For the purposes of description it is usual to divide ^ 
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the pelvis into quarters, and to speak of a lump being 
felt in the right, or left, posterior quarter of the pelvis, 
as the case may be. The Iwundaries, for instance, of the 
right posterior quarter of the pelvis are :^the right broad 
ligament, the right utero-sacral ligament, and externally, the 
pelvic wall. 

On withdrawing the finger from the vagina, it should be 
noticed whether there is any blood on it, or not If there 
was no blood in the vagina to l>egin with, the occurrence of 
bleeding after gentle examination is suggestive of malignant 
disease. 

To complete the examination we may use the speculum, 
and, if specially indicated, Iht uterine sound. 




Fig. 3- — Febcusson's Speculum. 



The two forms of speculum in common use are Fergus- 
son's tubular speculum, and Sims's duckbill speculum. 

Fergusson's is the one which will be found most generally 
useful. 

Sims's speculum, on the other hand, is essential for opera- 
tions on the vagina and cervix. It has the advantage that 
we can touch the cervix while the speculum is in position. 

Other specula that are occasionally useful are Barnes's 
crescent speculum, and Cusco's bivalve speculum. 

Directions for passing Fergusson's speculum. — Care should 
be taken to choose a size suitable lo the capacity of the 
vagina, as already determined by the finger. 

The fore-finger of the Itfl hand is passed a short way into 
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The speculum tnables us to see : — i. The condition of the 
vaginal mucous membrane — redder than normal, and if so, 
whether the redness is uniformly distributed, or confined to 
certain parts of the vagina, e.g., the lower part or the 
upper part of the vagina, or, as in other cases, to the 
summits of the ridges of the mucous membrane, the inter- 
vals between the ridges being pale — or again, whether the 
whole mucous membrane is spotted over with red spots, 
the intervals between the spots being pale, as in " spotty " 
vaginitis. 




s (ird introduced, and then the other, 
1, the blades lie 3S in the ligure. 



3. Presence of ulcerations in IJu mucous membrane. — These 
may l>e syphilitic, or produced, as is often seen, by the use 
of hard pessaries. Sometimes we cannot assign any cause 
for them. 

3. The presence and character of various discharges in the 
vagina. — Merely, as is natural, a linle whitish fluid just 
sufficient to moisten the surface; or a copious white, or 
yellow, or greenish -yellow fluid, or blood. 
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around ihe external os. Such areas constitute the various 
forms of erosion of the cervi)(, and in the more marked 
forms are probably indications of coexisting inflammation 
of the cervical mucous membrane. 

5. Tkt actual she and shape of the external os. 

The speculum is also useful for the application of various 
medicated fluids to the surfaces within reach. 

It will often be found that what appears to be a wide 
erosion, when the speculum is pressed well up, becomes 
much diminished in width if the speculum is withdrawn a 



Fm, 9. — The Utbrinr Sound (Simpsous). 

The side of the handle cot responding to the concavity of the sound 
is rousheneJ ; Ihc other "side of the liandle should be smooth. There' 



n an(pilar projeclion at inches from the p oint of Ihe sound, this 
being what 11 called "the nomial diitonce" for the sound to pass 



little way ; the former appearance being due in part to an 
eversion of the mucous membrane of the cervix. 

The examination may with advantage end here in many 
cases. If the art of making the bimanual examination has 
been thoroughly mastered, the cases where the use of the 
sound will add much to our knowledge are comparatively 
few. 

The soun d should not be used where there is the least 
likelihood of preLmancv . or in cases o f pelvic i nfla mmatio n 
(pelvic peritonitis and cellulitis), or in cases of m alignan t 
disease, or durin g a menstrual period. Nor should it be 




general terms, when 
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Third. — The bimanual examination, by enabling us to 
estimate the size of the uterus, will put us on our guard as 
to early pregnancy. 

There are many patterns of uterine sound. Simpson's 
is, on the whole, the one to be preferred. It is certainly 
as good as any, and better than most. 

Directions for pcissing the utertae somid The 

fore-finger of the right hand being on the external os, the 
sound, warmed and dipped in some antiseptic lubricant, 
is passed with its concavity looking backwards along the 
palmar aspect of the finger, keeping the point of the sound 
especially in close contact with the finger, till it reaches 
the external OS, It is then gently slipped into the os; it 
will find its way easily as far as the internal os. 

Here a slight check is usually met with. If the previous 
examination has shown the body of the uterus to be in its 
normal position of slight anteflexion, the direction in which 
the concavity of the sound looks will have to be changed, 
so that it may look forwards ; then steady gentle pressure 
will cause it to pass into the body of the uterus. 

If, however, the uterus be retroverted, or retroflexed, there 
will be no necessity for altering the direction in which the 
concavity of the sound looks. It will only be necessary to 
carry the handle of the sound somewhat forwards towards 
the pubes as it passes into the uterus, its concavity looking 
backwards as at first. 

It is very important to thoroughly understand the 
manccuvre for changing the direction in which the con- 
cai-ily of the sound looks. 

The student should take a sound and follow the direc- 
tions to be given, looking at Fig. ii. 

Place the sound flat on the table in the position a, b, e. 
Now hold the points a and b closely against the table, so 
that the part of the sound a b cannot Im displaced laterally. 
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Now tnke hold of the handle c with the other hand. 

Raise it off the table, and bring it down again to the 
position d. It will be found that the handle c passes 
through a semicircle to the position <!, without causing any 
displacement of the part a h, which merely rotates on its 
own axis. This altering of the direction in which the con- 
cavity of the sound looks, without displacement of the 
terminal part ab, is railed the "tour de ma'itre." 



a 



When we consider that there is often septic matter in 
the vagina, it is obvious that if we pass the sound in the 
manner described in the last paragraph, there is con- 
siderable danger of carrying some of it into the cavity of 
the uterus with the sound. If this is done, pelvic inflam- 
mation wil! prolwbly be set up, and may even end fatally. 
This is one reason for restricting the use of the sound to 
cases where it is absolutely necessary for either diagnosis 
or treatment — a relatively small number. 

In every case where the sound is about to be used, it 
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should be made scrupulously dean, and dipped into an 
efficient antiseptic solution, such as i-iooo corrosive sub- 
limate lotion. 

Rectal examination. — Sometimes it is an advantage to 
examine with the finger in the rectum. In this way we 
notice :— 

1. Whether the rectum itself is diseased, e.g., stricture ; or, 
as in a case I remember, impaction of a large gall-stone in 
Che rectum. 

2. It is ascertained for certain whether masses felt to the 
left and behind are f^cal, or due to some pathological con- 
dition of the pelvic organs, e^., distinction between faeces 
and an infiamed left ovary. 

3. In young girls and unmarried women, where some 
examination is called for, examination should be made per 
rectum first ; Che condition of the pelvic organs can thus be 
ascertained without rupturing the hymen. 



For example, an unniairieil girl, about 18, was brought to me on 
account of a more or less constant reel ilischarge from the vaginn. Olf 
ciamioalion per rectnm, 1 Telt a mucous polypus the siie of an almond 
hanging from the o« uteri. As llie only eflectuiit treatment wauld be 
rcnioval of the polypus, n vaginal examination was then made, con- 
firming the result alteaJy obtained. Of course if nothing abnormal had 
been found on rectal examination, no vaginal cvamination would have 
been made. 



The catheter, — The frequent necessity of passing the 
catheter in the course of a physical examination of the 
pelvic organs has been already alluded to. 

Indeed, provided that he has a catheter to ensure the 
bladder being empty, the experienced gynKcotogist can as 
a rule obtain all the information he requires by the digital 
and bimanual metht>ds of examination alone. To put it 
another way, the catheter is a more indispensable instni- 



THE CATHETER. 

ment than the speculum, and a far more indispensable one 
than the uterine sound. 

Moreover, aTter many operations, e^., ovariotomy, opent- 
lions Tor ruptured perineum, supra-vaginal amputation of 
the cervix, etc, the catheter has to be passed every six 
hours. 

It is therefore important to remember that cystitis is very 
apt to be set up by its use, unless special care is taken. 

Precautions lo be observtd in using llie catheter. — i. If 
there is any discharge about the external parts, the orifice 
of the urethra must be wiped with a pledget of cotton-wool 
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soaked in 1-40 carbolic lotion to avoid carrying some of the 
discharge into the bladder. 

a. The kind of catheter used is an important point. It 
is impossible to feel sure that the ordinary catheter with the 
eye at the side, and a space beyond the eye, is clean, for it - 
may be taken as certain that dirt will accumulate in the 
part beyond the eye. It is best to employ a male celluloid 
catheter having an eye at the s\A6, i'ul the part of tht eatheter 
beyond the eye solid i^\g. u). 

3. Before use the catheter should be dipped in corrosive 
sublimate lotion (i-aooo), then in terebene oil (1-6) ; after 
use it should be immediately washed by passing a stream 
of water through, if possible by holding it under a tap. 
Then it should be dipped once more in sublimate lotion, 
and again washed with water ; it may then be allowed to 
dry. 

On dilataUon of the cervix — There are two methods 
of dilating the cervix : — i. The rapid method by means of 
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Hegar's dilators. 2. The gradual (slow) method by means 
of tents. 

The choice between them depends on the kind of case 
in which dilatation is to be employed 

The rapid method is especially preferable where dila- 
tation is required at no long time after a confinement or 
miscarriage 1 and it Is'^o lar the best method when 
dilatation of the cervix is undertaken duri ng pregnan cy, for 
the purpose of removing the ovum, either on account of its 
degeneration into a mole, or on account of some other 
pathological condition. 

In the class of cases referred to the cervix is soft, and 
dilates readily to the extent necessary to allow the finger 
to pass the interna! os uteri. Apart from pregnancy, the 
cervix is often similarly soft and dilatable in some cases of 
uterine fibroids. 

On the other hand, when the cervix is not soft, rapid 
dilatation, to the extent needed to allow the finger to pass 
into the uterus, is almost certain lo lie attended by more or 
less laceration of the cervix ; in fact, in such cases rapid 
dilatation means laceration. As a general rule, therefore, 
when dilatation is required for exploration, if the patient is 
not pregnant, or if she has never been pregnant, or if some 
long period has elapsed since the last pregnancy, or in any 
case where the cervix feels rigid, the rapid method should 
not be employed. In such cases the best plan is to use 
one or more specially prepared laminaria tents. For ex- 
ample, say these are passed at five o'clock on one afternoon; 
then the next afternoon at two o'clock we can remove the 
tents, and perhaps find sufficient dilatation has been pro- 
duced to allow the finger to pass; but if this is not quite 
the case, the cervix has been softened and rendered easily 
dilatable by the action of the tents, and we can readily 
complete the dilatation with Hegar's dilatois without any risk 
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followed by more or less severe attacks of pclvHc inflnni- 
mation, pert- or parametritis, and several deaths from their 
use have been recorded. There is especially great risk in 




Flu. 14— The VoLsELLA. 

Tlie inilnimenl figiir«l has a calch^l the hindles like Spencer Welly's 

forceps. 

inserting a second lent or series of tents when sufficient 
dilatation has not been produced by those inserted at first. 

1. Rapi<l dilatation of the cervix. — Hegar's dilators are 
the instruments most commonly employed for rapid dilala- 
lion. They are slightly curved, ebonite cylinders, about 




cone, and the prowmal being fitted with a handle. There 
are twenty-six sizes usually supplied, the transverse diameter 
varying from one-twelfth of an inch to one inch (see Fig. 1 3). 
The method of using them is as follows ; — The patient is 
put in the lithotomy position, and the vagina thoroughly 
syringed with some efficient antiseptic, such as i-iooo cor- 
rosive sublimate solution. Sims's speculum is introduced, 
and the anterior lip of the cervix seized with a volsella, pre- 
ferably one having a catch at the handles, like Spencer 
Wells's forceps (Fig. 14). The direction of the Uterine 
cavity is then ascertained with an ordinary sound. The 
dilators should have lieen previously placed, in numerical 
order, in a shallow porcelain tray, and covered with 1-40 
carbolic lotion. One of the dilators corresponding to the 
supposed calibre of the cervical canal is then dipped in 
carboHsed oil, and passed through the cervix, which is held 
steady by the volsella in the left hand. If the dilator used 
only passes with difficulty, it is hold in position a minute or 



two liefore withdrawing, 
larger size ready to p 
dilator. In this way tl 
other, till the cervix is 
This degree of dilatati 
the series has passed. 



I 



have the next 

a er withdrawing each 

passed, one after the 

y pe to admit the finger. 

Ily 1 tained after No. ig of 

1 d ondilion is discovered 



1 the cavity of the body of the uterus, this is treated by 
suitable means. Polypi, for instance, or pieces of placenla 
can be removed.* If a growth of doubtful character is dis- 

• I once icmoved a piece of sponge from (he cavily of the body of 
iheuleras. A sponge tenl had been itseil some weeks before by some 
one else ; afterwards the patient had a profuse, purulent, and somewhat 
offensive discharge. I dilated the cervix with Il^ai's dilators, and 
found a flaltcncd piece of sponge, about 1 of an inch long by j of an 
inch wide, lying Umk in the uterine cavity. 
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covered, a small portion may be removed for microscopical 
examination. Whether anything abnormal has been found 
in the interior of the uterus or not, it is of great importance 
to wash out the uterine cavity with carbolic lotion, or iodine 
water. For this purpose nothing answers belter than the 
double-channelled tube shown in Fig. 15. No matter how 
tightly the tube may be grasped by the uterus, the fluid 
injected readily escapes along the deep groove on the under 
surface. These tubes are made of celluloid, or glass. Those 



\- 
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Fio. 15,— Tube for washing out the Uterus. 
The india-rubber tube of an ordinary lllgginson's syringe (its on A. 
The horse-shoe shape a( ihe lube on transverse section al any part 
(say B) is shown. The fluid injected at A passes between the walls 
of the tul>e DS at C. This fluid, after escaping from the holes at the 
distal end, returns along the groove D, which tuns on the under surface 
of the tube for its whole letigtli. 



1 use in gyntecological work are made of celluloid. For 
washing out the uterus after delivery I have a glass lube of 
the same pattern. Subsequently the patient should have 
antiseptic vaginal douches three limes a day for a few days ; 
iodine water (^ij. Tr. iodi— Oj. water) is the antiseptic I 
usually employ for this purpose. If the dilatation is per- 
formed soon after a miscarriage, or soon after labour, no 
anfesthetic is needed, but in other cases it is necessary. 



^^m niLATATION OF THE CERVIX. 3? 

^^' Di&i/a/ion of the cervix by tents. — Tents are made of 
sponge, laminaria (sea-iangle), or tupelo, a kind of wood. 
They possess the property of absorbing moislure, and 




expanding as they do so, exercise a dilaling force on I 

Brt into which they have previously been lightly fitted. 

If dilaUtioQ by tents has been decided un, it is, to tj 
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with, essential that the patient should remain in bed, not 
only during the dilatation, but for some days afterwards. A 




7.— Uterine Fokcbps. 



vaginal douche of corrosive sublimate solution i-iooo is 
given. The cervix is now exposed with Sims's speculum, 
and, if necessary, steadied with a tenaculum. The tent, 
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Fig. 19.— Barneses Tent Introducer. 

A tent is seen fitted on the end ready for introduction. When the 
tent has been placed in position, the stylet on which it is mounted is 
withdrawn through the larger tube, which is held steady till the stylet 
is quite free from the tent. 
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Tents arc left in about twelve hours. When tents 
specially prepared, as mentioned above (p. 33), are 
used, and every other antiseptic precaution adopted, 
ihey may be left in twenty to twenty-four hours without 
any ill effect. When the gauze is removed, an antiseptic 
douche should be given before removing the tents. After 
removal of the tent, or tents, the finger is at once passed 
into the cavity of the body of the uterus ; the recognition 
and treatment of any morbid condition discovered is 
conducted as described on ji. 35 under rapid dilatation, 
not omitting the final washing out of the uterus through 
the intra-ulerine tube (Fig. 15) with an antiseptic lotion. 

As dilatation sometimes causes great pain, a morphia 
sup|Kisitory should be left with the nurse to be used if 
required. 

Another way of inserting a tent is to fit it on a siwcial 
introducer — ^the tent is perforated nearly to its upper 
end to allow of its being carried on to the introducer 
(Fig. 19). 




CHAPTER II. 

Menstruation and its Disorders. 

Normal type. — In this country menstruation usually 
first appears between the ages of fifteen and sixteen. 
It is not very rare for it to appear as early as ten, or to 
be delayed as late as twenty. In hot countries it appears 
a little earlier, and in cold countries a little later, than in 
temperate climates. 

Menstruation generally ceases between forty-five and 
fifty. 

When menstruation has become thoroughly established, 
it recurs every four weeks, i.e., from the 6f ginning of one 
period to the /tginning of the next is four weeks ; 
sometimes it occurs every three weeks without there 
being any abnormality. 

Both at the lime of the establishment of the function, 
and for some time before its cessation, some irregularity 
as to periodicity is commonly observed. For instance, 
after the first menstruation the girl often "sees nothing" 
for some months before it reappears, and there m.iy be 
a similar interval before it recurs a third time ; finally 
she becomes "regular" every four weeks. This is 
I altogether within physiological limits. 

Each period lasts from three days to a week. The 
quantity of blood lost each time is about three ounces. 
Normally there are no clots passed. If the discharge 
is only moderate in amount, clotting is prevented by the 
mixing of the acid vaginal secretion with the blood. If 
the quantity lost is much greater than normal, or if the 
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blood is retained in the cavity of the uterus for some 
time, dots aie formed. 

The blood discharged during menstruation comes from 
the body of the uterus, the mucous membrane of which 
undergoes fatty degeneration, and becomes disintegrated, 
vith rupture of its capillaries, and consequent escape of 
blood. 

After menstruation is over, a new mucous membrane 
begins to be developed, starting from the internal os, 
and gradually the whole of the cavity of the body of the 
uterus is once more hned by a mucous membrane. This 
attains its greatest thickness just before the next menstrual 
period ; if pregnancy does not occur, it, in its turn, 
undergoes the degeneration and disintegration already 
described. 

Ovulation, i^., the maturation of a Graafian follicle 
and discharge of Its ovum into the Fallopian tube is, as 
a general rule, associated with menstruation. It is at 
present uncertain whether the follicle ruptures before, 
during, or after the menstrual flow. 

ExteptwHaUy : — i. Ovulation may occur without menstrua- 
tion, as when pregnancy occurs in women who have never 
menstruated, or who become pregnant during suckling, 

3. Menstruation may occur without the maturation and 
rupiurt of a Graafian foUicle, i.e., ovulation, for in some 
cases where death has occurred during, or soon after, a 
menstrual period, no Graafian follicle, either about to 
rupture, or recently ruptured, has been found. 

At the time of menstruation there is congestion of the 
ovaries and uterus, and there is increased secretion from 
the glands of the cervical canal. This increased secretion 
is the only part taken by the cervix in menstruation. The 
breasts may swell, and become painful. 

General phenomena obitrved in connection with m< 




Hon.— {a) There is increased vascular tension for some 
days before the period, which falls during, and after it. 

{6) The temperature is a little raised (about half a 
degree) for some days before the flow, similarly fallirig 
again during, and after it. 

(c) Some feeling of fulness in the pelvis, perhaps slight 
backache, and some sense of fatigue, are usually met with, 
even in healthy subjects. 

ABNORMALlTlliS OV MeNSTRUATION- 

MensLruation niay never appear, or having appeared, 
may become suppressed. If it has never appeared, we 
call the condition Primary Amenorrka-a ; if it has appeared 
and subsequently become suppressed, we call it Secondary 
AmenorrAiva, 

Again, menstruation may be attended with pain, and we 
have the condition called Dysmenorrhea. 

Lastly, either the quantity of blood lost at each period 
may be excessive, or menstruation may recur at too short 
intervals, in either case we have the condition termed 
Menorrha^a. 

Amenorrhcea. — It has already been mentioned that 
menstruation begins in most cases between fifteen and 
sixteen, but that it may be delayed as late as twenty 
without there being necessarily anything wrong. At the 
same time it is to be remembered that the longer its first 
appearance is delayed beyond the usual time, the greater 
is the probability of there being some constitutional or 
local disease present. 



Apparent Amenorrhea. 

Menstruation may seem to be absent where, in reality, 
he function is being regularly performed every month. 
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This is due lo some physical obstruction prevtnting the 
tscape oj the blood. Such cases arc rare. The obstruction 
is either due to an imperforate hymen, a congenital or 
oequired ocdusioH of the vagina, or occlusion of the external os 
uteri. 

Acquired occlusion of the vagina occurs occasionally 
after severe specific fevers, such as scarlet feve r ; the 
vaginal walls slough, and the granulating surfaces left 
cohere, so as to close the canal. This may also occur 
afier difficult laljou r. The possibility that the amenor- 
rhea may lie due to one of these causes should always 
be thought of when a girl, who has arrived at the age 
of [lubcrty, but who has never m enstruated, experiences 
jain_ in the hypogaslrium recurriniJ every month. After 



a lime gradual dilatatio 
tion occurs, and a_ti 
It is alsc 



of the cavities above the obstruc- 
iiiced rising out of the pelvis. 



found that the swelling so forme d increases in 
_sizew hen the pains in th e hypo gastrium occur each m onth, 
and diminishes again after the pains subside, 

The increase in size corresponds to the menstrual period, 
when more blood is added to that already in ihe dilated 
uterus, or dilated vagina, as the ca.se may be ; after the 
period is over, some of the blood is rcahsorl>ed, and hence 
the diminution noticed in the intervals between the 
periods. 

The /^m/wiTB/ proper for such cases will be referred lo 
in the chapter on Diseases of the Pudendum. 



t^.; 
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ch/orosii ; from overwork, especially ovenvork indoors (as 
in the case of domestic servants, shop-girls, etc) ; that 
it follows severe illnesses, and various organic diseases, 
especially phthisis. 

In all these instances failure of the general health is Ihe 
cause of the amenorrhcea. 

2. Siimttinus, on the other hand, deficient ovarian activity, 
with which is associated amenorrhxa, seems to be Ihe cause 
of the failure of the general health, and resvlting atiamia 
or chlorosis.— W^x^ the fault lies with the ovaries, which 
perform their functions sluggishly. The close connection 
between the functional activity of the ovaries and menstrua- 
tion, is seen from the fact that girls whose ovaries have 
been removed before the age of puberty never menstruate 
at all ; and that women from whom Ijoth ovaries are re- 
moved, as a rule cease to menstruate. 

If Ihe changes in the whole body, which occur at the age 
of puberty, are to be accomplished without injury lo the 
general health, the demand made on the strength by the 
rapid development in progress must be met by a corre- 
sponding activity in the processes of nutrition. 

It is generally agreed that the proper action of the ovaries 
gives an important impetus to nutrition at this juncture; 
if this impetus is not supplied, owing lo sluggishness of the 
ovaries, nutrition is not sufficiently active, the strength is 
unequal to the demands made on it, the health fails, and 
chlorosis supervenes. 

Sometimes when there is deficient ovarian activity and 
also amenorrhcea, there may be a condition of plethora, 
and this m.iy after a time be replaced by chlorosis. 

3. There is an irregular group of cases where we cannot he 
certain what the cause of the amenorrhcea is. 

Thus amenorrhcea sometimes follows : — A change in the 
mode of living, particularly change of air from the country 
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to I^ndon, and vice wrsA ; or some disappointment in 
love. 

4. Primary amtnorrhxa may ht due to congtnilal defects of 
the generative organs. Such as the following : — 

(tf) There may be no uterus, or only a rudimentary 
uterus, the ovaries being normal. 

{6) The ovaries may be absent or rudimentary, the uterus 
being normal. 

{(-) The infantile condition of uterus and ovaries may 
persist throughout life. 

(rf) The ovary and other appendages of one side may be 
absent. 

5. Local morbid condiiiims causing, or associated with, amen- 
orrha-a. Such are : — 

(fl) Ovarian tumours ; sometimes, however, there is 
menorrhagia in such cases. 

(ii) Pelvic inflammation (Perimetritis, Parametritis) es- 
pecially when ending in abscess. The amenorrbcea is 
partly, no doubt, due lo the depression of the general health. 
Sometimes, however, there is menorrhagia in cases of pelvic 
inflammation. 

(c) Exposure lo cold during menstruation is very apt to lead 
to pelvic [jerilonitis and amenorrhoea ; cold may stop the 
flow, even if it does not set up pelvic inflammation. 

(rf) Ovaritis. 

{e) Superinvolulion of the uterus. 

6. Lastly, amenorrkma is physiological during pregnancy, 
and while suckling. Wlien a heal thy -looking girl complains 
of amenorrhtea, having been quite regular up to the time of the 
last menstruation, there is considerable probability that the 
cause of the amenorrhea may Ire a physiological one, 

Treatment. — A, In cases of sudden suppression by ex 
posure to cold or wet during, or just Ijcfore, menstruation, 
the patient should have a hot hip bath with mustard in it. 
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and be |iut tu bed, lying between the blankets. A glass 
of gin, or whisky in hot water, will l>e useful as a dia- 
phoretic. 

If there is much pain, a. morphia suppository (gr- 4) may 
be ordered. Sudden suppression of menstruation by ex- 
posure to cold is very likely to result in an altack of pelvic 
peritonitis, and the patient should be kept in bed for some 
days as a precaution, even if no symptoms of peritonitis 
arise. 

When the time comes round at which the next menstrua- 
lion should appear, the patient should have a hot mustard 
and water hip bath for three or four nights running lieforc 
the day on which the period is due ; if this does not I iring it 
on, three or four leeches may be applied round the anus, or 
to the inside of the thighs. 

In between the dates when the periods are due, attention 
should be directed to the general health ; and in most cases 
a mixture containing small doses of saline purgatives will be 
useful, such as the following : — 

^ Mas. Sulph., 9j. 
Sod. Bicarll., gr. xv. 
Sp. Chlor., mv. 
InTus. Gent. Co. ad $]. 

twice or three times a day, according to the effect produced 
on the bowels. 

IJ. /h casts of chronic amenorrhixa associated with anamta, 
whether the antemia has preceded and brought about the 
amenorrhcea, or whether we have reason to think that 
ovarian inactivity by failing to stimulate nutrition lias led 
to the anremia, the main thing is to improve the general 
health. 

Out-door exercise, cold baths, and a sufficiency of food 
are of great value ; and I have found Valentine's meat juice 
useful in these cases. 
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As regards medicine, if the longue is furred, some such 
prescription as that given on the previous page is suitable to 
begin with ; and as there is nearly always obstinate con- 
stipation, it should include a sufficient dose (for example, a 
drachm) of sulphate of magnesia, to make the bowels act 
regularly. 

If, however, the tongue ia clean, we may at once prescribe 
iron, and it is best to try a mild preparation at first, such as 
the ammonio-citrate. If this is well borne, we may soon 
change It for the astringent preparations of iron, which are 
by far the best for anaemia as soon as the stomach can bear 
them. 

Such are the sulphate of iron, and the liquor ferri per- 
ch loridi. 

The sulphate is best given in the form of pill, combined 
with a small quantity of watery extract of aloes. 

^ Ferri Sulph. Kxsicc,, gr, ij. , 

Ext. Aloes A([., gr. J, 
M. (I. pil. j., liuice daily after meals. ' 

Or, if we wish to give the liquor ferri perchlor., a suitable 
combination is : — 

Ij. Lii]. Ferri Ferchlor., <ni>i. 

Tr. Nnc. Vom.. •\o. 

Mag. Sulph., 9j. 

Sp. Chlor., rav. 

Aq. ad 3j. 

Thrice daily after food. 
Occasionally, where iron does not effect our purpose, small 
doses of arsenic are useful, such as one or two drops of the 
liquor arsenicalis, three times a day, after food. The pre- 
pared black oxide of manganese, in twenty-grain doses, is 
also highly spoken of. The cases, however, where iron 
fails are not many, es])ecially afier preliminary treatment 
with saline purgatives. 




C. IVhere amenorrhiva is only a minor symptom in ihe course 
of grave organic disease, such as phlMsis, it of course requires 
HO special treatment. 

D. In cases where there is no constitutional condition 
discoverable to account for the amenorrhoea, and where no 
local morbid condition, other than that the iitt-nis is smatlw 
than it should lie, can l)e detected, it has been rccom- 
mtnded that we should resort to local treatmenl. The 
local treatment referred to is the dilatation of the cervical 
canal by a series of bougies, as hereafter described under 
dysmenorrhoea, or the introduction of a stem pessary into 
the uterus, the stem being formed partly of zinc and partly 
of copper — the galvanic inlra-uterine stem pessary. It is 
easy of course to make the inner surface of the uterus 
bleed by mechanical irritation, such as treatment of this 
kind necessarily involves. Menstruation is, however, a very 
complex process, of which external haemorrhage is oiJy one 
of the symptoms. Making the endometrium bleed pro- 
duces one of the symptoms, but it is a long way from 
producing the process. Most of the cases, therefore, in- 
cluded in this class, if not all, had better be left entirely 
without local interference. 

Sometimes the administration of permanganate of potash 
— gr. j.-ij. in pill three limes a day— seems to bring about 
the reappearance of the catamenia. 





One of ihe symptoms most commonly met with in organic 
disease of the pelvic organs is bleeding— using the term to 
mean bleeding other than that occurring in normal men- 
struation. 

Excessive loss of blood at the menstrual periods is known 
as menorrhagia. Bleeding occurring between the men- 
strual periods, or not distinctly associated with menstrua- 
tion, is known as metrorrhagia. Clinically, however, these 
distinctions cannot always be made ; practically what we 
must take account of is, whether the patient is losing too 
much blood — either because her periods recur too often, 
for example, every fortnight, or because, although the 
periods do not recur too often, she loses an excessive 

each time; further, these conditions maybe t 
bined^the patient menstruating too often, and 1 
much blood on each occasion. 

Finally, bleeding may occur in the intervals between the 
periods, 

Classikication ok the Commoner CAusts of 
Blekdino. 

I, Bleeding in connection with pregnano7. 

Af»>itioH, or miscarriage — ihreatfned, or inevitable. 
IiKompkle abortion, or miscarriage — portions of the ovum 
being retained, and causing bleeding. 
Missed abortion, or miscarriage. 
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(Note. — ^When the fcetus dies in the earlier, or middle, 
periods of pregnancy, the ovum is usually expelled at no 
long interval after ; exceptionally the ovum is retained in 
utero for a considerable time after the death of the fcetus, 
and during that time the patient is in a state of " missed 
abortion '' or " miscarriage,'' accordinjj to ihe period to 
which pregnancy had advanced when the fcetus died — 
abortion being the term used to denote expulsion of the 
ovum up to the end of the third month — miscarriage, its 
expulsion from the end of the third month to the end of the 
seventh lunar month — the twenty-eighth week.) 

Subinvolution of the uterus. 

Placenta previa. 

Accidental hamorrhage, i.e., luemorrhage from t/if detach- 
ment of a normally situated placenta. 

Post-partum hamarrhage. Primary. Secondary. 

Extra ■ uterine pregna ncy. 

Malignant disease of Ihe cervix complicating pregnancy. 

Rupture of varicose veins of the vulva, or vagina, during 
pregnancy. 

Molar pregnancy. 

Ptacenial polypus. 

Fibrinous polypus. 

II. Bleeding not distinctly connected with preg- 
nancy or labour. Common causes of this are : — 

Malignant disease of tlu cervix uteri. 

Fibroid tumours and fibroid polypi of the uterus. 

Mucous polypi of the uterus. 

The age of puberty, and of the menopause. 

Ovarian tumours. 

Over Jactation. 

The stimulus of recent marriage causing coneestion of the 
pelvic organs. 

Pelvic inflammation, in some cases. 
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1 discharge sometimes blood-stained, 

es, hair-pins, 



Slight bleeding, o 
may be due to :■ — 

Ftireign bodies in the vagina (ill-fitting p 
pieces of sponge, etc.). 

Prolapse ofutenis (from ulcers of llie inverted vagina). 

Vascuiar tariinde of the urethra. 

Less common causes of bleeding are : — 

Malignant disease of the body of the uterus. 

Malignant disease of the vagina, or of the external parts. 

Diseases of the liver and heart causing venous congestion. 

Enilomelritis of the body of the uterus. 

Inversion of the ti terns. 

The hanmrrhagie diathesis. 

tMceralion of tlie hymen at the first aiitiis. 



I. Bleeding in 



[ Pregnancy. 



Clinically one of the most important facts to grasp is, 
that in spile of menstruation occurring regularly, or rnlher 
in spite of the fact that the patient has bleeding recurring 
about every month, which she takes for menstruation, she 
may nevertheless be pregnant— perhaps as much a.s five or 
six months, as in the following case : — 

C. p., !ige37, married eighteen jeara, three children, the last nine years 
ago, seven miscarmges, the last a year .ind a half ago at Ihe end of 
the third month, was admitted lo the Lomion irospiial, eompbining of 
Mecdiog for the liHt six weeks. Kvery day of the last six wecki she 
had lost something, and more the last three weeks than before. She 
kadlHtn regular up to tie lemmeiicimiHl af the bteeding, which begati 
U one of her periods. On eiominatian, a. uniform, ela.^tic swelling was 
found rising out of the pelvis, and reaching up to the umbiticui. A 
souffle could be heard to the right of llic tumour, but no foital hcart- 
loundt. The patient did not think she was pregnant. Vaginal emmina- 
tiOD ItAiad Ihe caviN ccfteoed, and blood etching rrom tlie os uteri. 




The binianual cxaminalion shotted Ibat the swelling in the abdon 
connecled with ihe uierus— in fad, felt like ihc pregnant ui 
sound was passed six inches, with Ihe intenlion of empCjing the uterus 
(thiK was jnsliliablc, becanse the patient had been losing blood for six 
weeks, and in considerable quantities for three weeks). Forly-eight 
hours later, as no progress had been made, und the patient was still 
losing, the membranes were ruptured with the sound. Six hours 
after, the patient miscarried. The fcrlos was of about live months' 
development. 

This case, not by any means an inicommon one, shows 
the necessity of keeping the possibility of pregnancy itv 
mind, although the patient beheves herself to have been 
menstruating regularly, and has no suspicion that she is 
pregnant. 

Incomplete abortion. — ^The next case illustrates bleeding 
due to an incomplete abortion, parts of the ovum having 
been left behind. 

E. G., age 39, married sixteen years, seven children, caroe lo the 
London Hospital complaining of losing a large quantity of blood 
from lime lo time, ever since she had had a miscarriage live months 
previously, 

She was three months pr^nant when the miscarriage occurred. For 
lome weeks before admission she had titcn losing bliiod three or four 
days out of every week. 

Examination showed Ihnt the uterus was somewhat lai^e ; Ihe sound 
passed three and a half inches. Some blood was escaping from Ihe as 
uteri Under ether, the cervix was rapidly dilated by means of Hegar's 
dilators (a method that has been already described, see p. 34), and the 
finger passed into the ulerBs. Several irregular prominences were felt 
icattered over the mucous membrane of (he uterus, varying in size from 
thai of a split pea up to that ot Haifa cherry. They were scmped away 
as completely as possible, chiefly willi the finger nail. Pure carbolic 
acid was applied lo the interior of the uterus. The little masses removed 
looked like pieces ofplacenla that had retained their vitality. After (heir 
removal, ihe patient menstruated i^ularly, and not excessively. 

Placenta preevia. — Bleeding due to placenta pnevia 
usually occurs at an advanced period of pregnancy, when 





EXTRA-UTERINE GESTATION. 

the fact of pregnancy existing is unlikely to be overlooked. 
EKCeplionally, and this is especially likely where the case 
is one of central placenta pricvia, bleeding occurs com- 
paratively early — as in the following case. Here the patient 
was unaware of the pregnancy. 

Mr^. F., age 37, married tliirteen years, four children, the liut live 
ytflrs old, no miscarriages, came to mc on June syd, 1886, wiih the 
folIowioE history. She was regular till ihe first week in January, when 
her la.<;l proper menstrual period occurred. 

At Ihe beginning of February, Just when she was expecting her period, 
the caught a cold, and the period did not come on ; she remaining in 
beil, on and nfT, for two or three weeks. Early in Match she had a 
hiemorrhnge lasting five M-ecks, after that she was a mi)nth free from 
bleeiling. Then it came on again, and from that lime till she came to 
me the bleeding continued more or less. Since February she hod also 
sulTereit from attacks of pain across the lower part of the abdonKn. On 
emmmation the uterus was found reaching up to the umbilicus ; bleeding 
vts still going on in small quantity. The patient was anxmic -, and, 
having regard to the time bleeding had been in progress, I had no 
hesitation in advising her to have the cervix dilated. Under an anxs- 
thctic I accordingly dilated the cervix witli Hegat's dilators. As soon 
as I cnuld get my linger in, I felt the placenta over the os ; I detached 
it all round, ruptured the membranes, brought a leg down, anil com- 
pleted delivery in an hour and twenty minutes from the lime of commenc- 
ing to dilate the cervix. The uterus was washed out afteiwanli with 
ioiline water, ami vaginal douches of the same were used twice a day 
for a week al^er. The patient made an uninterrupted recovery. 

Eztra-nterine gestation. — Bleeding in connection with 
extra-uterine gestation is marked rather by irregularity than 
by profuseness. A common history in cases of tubal 
gestation (the commonest variety of extra-uterine gesta- 
tion) before rupture of the gestation sac, is thai the patient 
misses a period, and goes two or three weeks over her time, 
and then a haimorrhage comes on, during which a decidual 
cast of the uterine cavity may be passed. 

Such a history as that, especially if the patient had also 
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had attacks of pain in one or other iliac region, would 
raise a presumption in favour of the case being one of 
extra-uterine pregnancy ; and some approach to certainty 
in the diagnosis would he reached if the physical examination 
discovered a tense, elastic, more or less fixed swelling at 
one side of the uterus, the size of a hen's egg. It should 
be mentioned that some cases of extra-uterine pregnancy 
are attended, like ordinary pregnancy, by amenorrho^ 
throughout. In a case of interstitial gestation that came 
under my care at the hospital, the patient thought she was 
five months advanced in an ordinary pregnancy, and had 
" seen nothing " for five months. Then rupture of the sac 
occurred with a fatal result. 

Malignant disease of the cennx complicating pregnancy.— 
It is important lo bear in mind the not infrequent association 
of these conditions. Otherwise during the early months 
the pregnancy is very likely to be overlooked. When a 
woman with malignant disease of the cervix says she has 
been bleeding for more than twelve months (as in a case 
which I remember where the patient was four months 
pregnant), one is apt lo forget that she may be pregnant. 
A careful bimanual estimation of the size of the uterus 
as a routine method, in every case where any vaginal 
examination is made at all, is the best safeguard against 
overlooking early pregnancy, in this and other cases. 

Molar pregnELncy. — There are two varieties of mole ; — 

1. The vesicular or hydatidiform mole. 

2. The blood-mole, and its later stage— the fleshy mole. 
I. The vesicular mole, — This is produced by a cystic 

degeneration of the chorion villi. Among the symptoms 
it gives rise to is bleeding. The patient has a red dis- 
charge, perhaps with white cysts in it, varying in size from 
that of a grape downwards. The presence of these cysts 
is of course pathognomonic, but in many cases of vesicular 
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Ok there is only a red discharge without any of ihe cysts 
in it. Another point to which attention must be paid is, 
that the uterus is generally larger than would correspond 
to the supposed month of pregnancy, I have seen, how- 
ever, one well-marked exception in this respect. 

Apart from the presence of characteristic cysts, however, 
in any particular case where the size of the uterus on 
examination is greater than corresponds to the supposed 
period of pregnancy, it is much more likely that the 
patient is " out in her count," than that she has a vesicular 
mole. 

Cases of hydatidiform mole may be divided into two 
classes : (i) Where the case first comes under observation 
at a time when the diagnosis has yet to be made, where 
we can only have a strong suspicion as to the nature of the 
condition present ; and {2) where the case is first seen 
when Ihe os uteri is well dilated, and the mole is in process 
of being discharged. In such cases the diagnosis is of 
course obvious, and the treatment, if any is needed) 
merely consi.sts in facilitating the expulsion of the moss. 
It is in the first group of cases that difficulty arises, and to 
arrive at a probable diagnosis requires a careful con- 
sideration of the history and physical signs present. 
The history is usually somewhat as follows:— In the first 
instance, the patient missed one or more periods, and in 
consequence believed herself to be pregnant ; but this 
interval of amenorrhciia has been followed by irregular 
htcmorrhagic discharges, If she is obsi'rvant, she may 
have noticed a rapid increase in the size of her abdomen. 
Usually this is all the history. No doubt it may happen 
that the characteristic cysts may be found in the vaginal 
discharge, and if this is so (and we see the cysts ourselves) 
there is an end of the difficulty. But much more frequently 
no cyats are observed in the dischargL-, either by the patient 
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or by trained nurses who have been specially informed as 
to the importance of finding the cysts, or by ourselves 
when examining the patient. In other words, the only 
local symptom is in most cases the presence of a red 
vaginal discharge. The physical signs may be described 
as those of pregnancy, except such as depend on the 
actual presence of the fcetus ; that is to say, there are the 
usual changes in the breasts, and on examining the abdomen 
we find a uniform, elastic tumour, centrally situated, and 
rising out of the pelvis, over which, as a rule, a loud uterine 
souffle may be heard ; but nothing like the parts of a fictus 
can be felt on palpating the tumour, nor can the fcetal heart 
be heard even by repealed observations. It is of some 
value if the size of the tumour is much greater than would 
correspond to the supposed duration of the pregnancy. 
Per vaginain, similarly, we find the signs of pregnancy, 
except those that depend on the presence of the fcetus. 
So that we may have blueness of the vulva and vagina, 
softening of the cervix, the recognition usually that the 
tumour observed in the abdomen is the body of the uterus ; 
but, on the other hand, ballottement cannot be obtained, 
nor can anything like a part of a foitus be felt through any 
of the vaginal fornices. As a rule, the speculum sliows a 
reddish or brown discharge coming from the os uteri. 

Given a case with the history and physical signs men- 
tioned, a diagnosis of hydatidiform mole may be made 
with a considerable degree of confidence, and the right 
treatment is to empty the utenis. I have found the most 
satisfactory method of doing this is to dilate the cervix with 
Hegar's dilators till the os will admit the finger, and then 
to remove the mole, partly with the fingers and partly with 
ovum forceps. When the bulk of the mass has been taken 
away and the uterus has contracted down, it is well to go 
over the whole of the endometrium gently with a blunt 
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^curette (such as R^caraier's), so as to remove any small 
fragments remaining. The uterus is then washed out with 
hot iodine water through a double-channelled intrauterine 
tube, and the operation is at an end. Antiseptic vagina! 
douches are given for a few days subsequently. 

As regards the three cases notes of which follow, in the 
first the mole was discharged spontaneously ; in the second 
the uterus showed no tendency to empty itself, although 
the patient was kept under observation in the hospital for 
nearly a month Ijefore any operative treatmerit was adopted. 
In this case the continuance of the hemorrhage furnished 
the chief indication for interference. In the third case the 
cervix was dilated, and the uterus emptied two days after 
the patient was first seen. Here the indications for imme- 
diate treatment were : (i) the great size of the uterus, which 
was as large as the pregnant uterus between the seventh and 
eighth months ; (2) the fact that the patient had been suffer- 
ing for alxiut three weeks from obstinate vomiting, so that 
she had been rapidly losing flesh. This third case is also 
remarkable in that the patient had had no children (and 
indeed had only been married seven months), whereas 
hydatidiform mole most frequently occurs in those who have 
had children. 

(^Note. — In a minority of cases, where the cystic change hu only 
alTecled a relatively small porlbn of the chorion, a ftctus may be present 
with 1 he hydatidiform mole.) 



Illustrative Cases. 

I. E. K., age 37, tnarried ten years, three children, ihc last unc 
year and nine monlhi old, no miscairingeB, was admitted to the London 
Koipital on December 7th, 1S87, 

Hiileiy of Iht preuat illntts.~Qn admission she said ihni ulie 
boKcved bcraclf to be between three and four monthi pregnant. At 
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ihe time when, accoriliiig to her calculation, she woul't have been two 
and a half months prcgnaDl. bleeding came on, and sickness, nhich she 
had been sulTeting from previously, became more troublesome. She 
went to a doctoi, who gave her some medicine, after taking which the 
bleeding and sickness stopped. At this time also, she fell something 
move inside her, fulling to Ihe lower pari, aild causing her much 
discomfort in walking. 

Daembtr %lk. — On examination the uterus was found reaching to 
within n finger's breadth of the umbilicus ; there was some brownish 
discharge in the vagina, but no recent blood. The cervix was apparently 
shortened, bul was not very soft,, 

MenstrtMl history. — Before the present illness she was regular every 
four weeks ; for the last three or four months she has not mcnstmaled 
properly, but has ha<I occasional slight bleeding, lasting sometimes 
an houi and a half ; the bleeding in question was nccomjianied by 
pain in the abdnmen. 

On admission she was given ExL ErgoL Liq. nvx. and Pot. Bnam. 
3j. three limes a day, 

Jaimary 4/ii, 1888,— She has had slight bleeding and pain from lime 
10 time since the last note. The uterus is wilhin an inch of the 
umbilicus. The last two or three days the loss of blood has increased 
in quantity. 

On the evening of the ^th, between 6 and 7 p.m., pains like labour 
pains were fell ; they increased in force till midnight, when a hydatidi- 
form mole was passed. The mass was the si;e of the placent.t at 
full term. No trace of a fictus could be found. The patient made 
an uninterrupted recovery. 

2. S. C. P.. age 11, married four years, two children, the last bom 
in January 18S7, one miscarriage, three months after marriage, was 
admitted to the London Hospilal on August Slh, 1SS8. 

Hillory of Ikt pristnl illness. — She has not been properly " poorly " 
for four months, bul for the last sii weeks she has had a red discharge ; 
she only noticed the swelling in her abdomen three weeks ago. She 
has had pain in the lumbar region, and both iliac regions, worse on 
the right side. Three months ago she began lo suffer from morning 
sickness. On July 30th she felt something move in the tumour, and 
continued to do so for four days ; since then no movement has been 
suckled her second child up 10 March last (fourteen 
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Memtmal kistoty. — CaUunenia appeared al fourteen, and ilie has 
been legnlar every four weeks ; no pain at Ihe lime. 

Praett Halt, August lyj.— Falienl is slightly uizmic Tempera- 
Inre 99'. J'uisc 98. «mall and weak, A centrally situated swelling 
is lelt in the alKlomen, rising out uf the pelri!!, and reaching up to 
[he umbilicus. The tumour is fell to harden, and again to become 
H)(le[, alternately. A loud uferine souffle is heard over the tumour, 
but no fcetal heart sounds. 

VagiHoI e janiaaf ion. ^Thc vaginal mucous membrane is only 
lltgfatly blue, ibe cervix is salt, and the os not patulous, the cervix is 
' blue, there ia no blood seen about the os lo-day, though on examination 
' on August I ith some was seen. 

Augutl ajrrf.— The paL'etil has had a red discharge continuously since 
Ihe date of the last note. The loss is more abundant at nighl. 
' She has Telt no movement in the tumour. 

No fcetal hcail sounds to be heard. 

The tumour (mcasuretl with the tape) reaches a height o( 6} inches 
above the pubts. 

On vaginal examination no blood is found, nor is the os patulous. 

Stfl/mitr Hi. — Daily red discharge has continued, and last night a 
good deal of blood was lost. 

Stpltmbtr yd. — Discharge has continued as before. Patient is now 
deddedly an:emic. The tumour (measured with the tape) now rises 
S Inches above the pubcs. Nothing hut a loud souillc to be heard 

On vaginal examination some blood-stained mucus is seen in the 

On account of the continuous loss of blood, which had now ren- 
dered the pBlienI markedly an:i;mic, it was decided to dilate the cervix. 

Accordingly chloroform was given, and 1 dilated the cervix with 
llq^r's dilatory beginning with No. 13 and continuing up to No. aS 
(the Erst of a larger series specially made for me). As soon as the 
linger could be passed in, this was done ; some partially decolorised 
clot came away, and some [K>rtion of a vesicular mole as the finger 
wai withdrawn. It was now of course decided to completely croply 
the uterus. This was done by passing two lingers of the right hand 
into the uterus, and pressing ilown the uterus from the outside with 
the left hand. Ovum forceps and Riicamier's curette were also used 
in getting the mole away. The whole mass in n gtaduitcil glass 
ured 30 ounces. The cavity of the uterus was washed out with 





cr, and ihen the endometrium was swabbed u 
n hypodermic injeclion of crgoiin was also given. 
Tlie uterus contained nothing but the hydatidifonn mole, no trace 
of a ftetus could be found. 
The patient did quite well, and went home on November ist, iSSS. 



3. Mrs. F , a jroung married ladj, came under ro^ observation 

on December agth, iSSg. She had been married in May 1889, The 

catamenia were n^utar every month up lo the middle of Seplcml>er 
last; she then "saw nothing" for about three months, and thought 
she was pregnant. For about three weeks before I saw her she hod 
been auJTcHng from obstinale vomiting every day, and also for about 
the same time she had had a brownish-red discharge from the vagina. 
She was aw-ire ot the tumour present in the abdomen, and she is very 
positive that a month ago it was nothing like its present site. On 
-examination there was a tumour in the alidomen reaching several 
inches above the umbUicus, and about the size of the pregnant uterus 
bclwcen the seventh and eighth month. It was centrally situated, 
freely fluctuating, and seemed to rise out of the pelvis. Nothing like 
any hard part of a ftetus was felt anywhere io the tumour. On aus- 
cultation I could hear nothing over the tumour, but as I had had 
half an hour's drive in an open trap, and there was a hard frost at the 
time, I think it quite pos«ble that a souffle might have been heard 
under more favourable conditions. A catheter was passed, but only 
about an ounce of urine was drawn off. On vaginal examination the 
cervix was typically soft ; it was blue, and there was some reddish- 
brown discharge coming from il. The anterior vaginal fornix was 
bulged down by a convex elastic swelling, apparently conlinuous with 
the cervix. Nothing hard like a pari of a foetus was felt anywhere 
in the stvelling. I'he breasts had the appearance charoct eristic of 
pregnancy at three or four months, and contained a little secretion. 1 
had no doubt the patient was pre^ant, and that there was .some 
pathological condition of the ovum as indicated by the persistence of a 
red discharge from the uterus. It seemed to me that it was either a 
case of hydatidiform mole, and llmt the whole tumour was the uterus 
conlaming it ; or, that il might, perhaps, be a case of threatened mis- 
carriage at about the lliinl or fourth month, complicated by the 
presence of an ovarian tumour. I certainly thought the baJaoce o( 
probability in favour of vesicular mole. Under the circumiitances the 
Ijesi course seemed to be to empty the uterus. Accordingly, on Deccmlier 
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Jul the palient was put uiuler Ihi.' inlluence ot ihe A.C.K. mixture, 
nod I dilated t!ie cervix with IIi:ga['s dilators till I could pass my 
finger into the utenis. On withdraiving the finger a fragment of a 
hydntidiform mole, showing the characteristic vesicles, came away with 
it. The itiagnmis being settled, I procecdol to empty the uterus, using 
my lingers and from time to time the ovum forceps. The earlier part of 
the operation was the more difficult, beCBUse, owing to the great size 
of the uterus, the uvum forceps had to be passed in deeply. There 
vrere Iwo or three sharp attacks of hemorrhage at this time. It was 
checked by injcctiog hot iodine water Into the uteros, but it could not, 
of course, tie completely stopped till the uterus was empty and able 
to contract down. I'he removal of the mule was therefore hastened 
as much as possible, the uterus ultimately contracting well, and the 
bomiorrhage then ceased. I carefully scraped the endometrium with 
Rikamicr's curette, and once mure washed out the uterus with iodine 
water. The viholc operation lasted about an hour. No trace of a 
fmlus was found ; the cavity of the uterus contained nothing Imt the 
mole. I have since heard from the patient's meilicnl attendant that she 
made an uninterrupted recovery. 

(AW*. — Nut very long afterwards this patient became pregnant again, 
and was delivered at full term of a healthy child.) 

2. TAe Ni>od-moie and Jltsky mo!e.— These are produced 
by bluod finding its way between the layers of the mem- 
branes of tiie ovum — between the vera and reflexa, or the 
reilexa and choriuti, or between the chorion and amnion. 
If the mole is expelled while the blood-clot is comparatively 
fresh, it is called a " blood-mole." If not discharged till the 
blood-clot has become tough, and partially decolorised, it is 
called a " flaky mole." 

A lleshy mole is usually the size and shape of an orange ; 
on bisecting it, it is found lo have a central cavity lined by 
the amnion ; this is raised up into irregular projections by 
the clot underneath. The fcetus may either have disap- 
peared, or be recognisable as a little body an inch or 1 
long, attached by a short stalk (the umbilical cord) to some 
part of the amniotic surface. The wall of the molt- may be 
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an inch thick, and is made up of the layers of the membranes 
with blood-clol, more or less altered, between them. 

It is not always that a mole in utero fjives rise to hiumor- 
rhage spread over any considerable period. I remember a 
case where a patient had not menstruated for seven months, 
and she thought she must be seven months pregnant. She 
had had some yellow dischai^e for two months. On exami- 
nation the uterus was found to be of the size corresponding 
to the beginning of the fourth month of pregnancy. A few 
weeks later she passed a fleshy mole the she of an orange ; 
its expulsion was only preceded by bleeding for a few 
hours, as m an ordinary abortion. Not infrequently, 
however, the presence of a mole gives rise to irregular 
hemorrhages ; and if the mole is decomposing, the discharge 
is offensive. A moie is rarely retained beyond the time 
that would have been full term if the pregnancy had been 
an ordinary one, 

Now as to diagnosis : whereas in the vesicular mole the 
si^e of the uterus is generally greater than corresponds to 
the supposed period of pregnancy, in the case of the fleshy 
mole the size of the uterus is less, as in the case just 
recorded, where a woman who thought she was seven 
months pregnant had a uterus only the size of the fourth 
month. Again, examining such a case at intervals, e^'., 
every fortnight, for a few weeks would show that the si^e of 
the uterus was stationary. 

Flacental poly pas.— Bleeding dating from a particular 
confinement may be due to some portion of the placenta 
having been retained, the normal involution of the uterus 
being thereby interfered with. Layers of librin are de- 
posited on the portion of placenta retained, and ultimately 
a sort of polypus is formed, which on examination is often 
to be felt presenting at the os uteri. This polypus is some- 
times called also "fibrinous " polypus, but a fibrinous polypus 
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may originate apart from pregnancy. I have known it 
develop on the slight irregular projection left in utero after 
the removal of a filjroid polypus with the &raseiir. 



II. Blekding not Distinctly Connected wjth 
I'muonancv or Labour. 
Malignant disease of the cervix uteri. — The com- 
monest cause of bluL'ding in this category is malignant 
disease of the cervix uteri; in these cases careful enquiry 
will usually elicit that, besides periodical excessive losses, 
there is also a more or less constant discharge stained with 
hlood between the pieriodical losses. The patient rarely 
goes many days without seeing some red in the vaginal 
dischai^e. 

Bleeding occurring some years after the menopause 13, 
kvery large proportion of such cases, due to malignant 

roid tnmoura and fibroid polypi.— These are 

another common cause of excessive bleeding ; the inter- 
stitial and sub-mucous fibroids and fibroid polypi producing 
the most bleeding, and the sub-peritoneal the least, often 
none at all. Fibroid tumours range from the size of a pea 
up to masses weighing several pounds, as large as, or larger 
than, the pregnant utenis at term. A common size for 
fibroid polypi is that of a hen's egg, or an orange ; they may, 
however, be much larger, or much smaller. 

Mucous polypi grow from the mucous membrane of 
the cervix or body of the uterus. They are much smaller 
than fibroid polypi ; a maximum size for a mucous polypus 
would be thai of a large strawberry ; an average one is the 
size, and somewhat the shape, of a small raisin. 

Menorrhagia of puberty and of the menopause. — 
The time when the menstrual function is being established 
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(puljerty), and the time when the menstrual function 
about to cease altogether, are both periods when 
losses of blood are 'common, apart from any discoverable 
organic disease, local or general. 

Vascular caruncle of the urethra. — This is another 
common cause of slight losses of blood at irregular times. 
Another much rarer disease of the urethra, malignant dis- 
ease beginning round the orifice of the urethra, is also a 
cause of slight bleedings. If the patient happen also to 
have a yellow or white vaginal discharge, her account of it 
will be that there are streaks of red in the discharge from 
time to time. 

Fore^n bodies in the vagina (pessaries, pieces of 
sponge, hair-pins, etc.) may cause a more or less red {and 
often a more or less offensive) vaginal discharge. The 
bleeding comes in these cases from ulcerations of the 
vaginal mucous membrane, resulting from the pressure or 
irritation of the foreign body. 

jLxcessive and irregular iosses soon after marriage are not 
uncommon. The patient usually becomes regular spon- 
taneously, as she becomes more accustomed to married 
life. 

Orvr-liutalioH is another cause of excessive bleeding. 

Hemorrhage due to general venous eoiigestion from disease 
of the heart, or liver. — It is only ver>' rarely that uterine 
hfemorrhage can be satisfactorily traced to such causes. 

Ovarian tumours. — More commonly the disturbance 
of menstruation caused by the development of ovarian 
tumours is in the direction of amenorrhcea, the intervals 
between the periods being lengthened, and the loss on each 
occasion less than formerly. Exceptionally, the growth of 
an ovarian tumour is attended with menorrhagia, or metror- 
rhagia. 

EndomfltritiB iof the body of the uterus. — This is 
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another cause of excessive loss of blood. The condii 
however, is one not well understood, and it is not easy 
to be certain of its presence in actual practice- Points 
to be attended to as presumably indicating endometritis 
of the body of the uterus are, slight increase of the 
sifs of the body ascertained on bimanual examination, 
tenderness of the body, and great tenderness on passing 
the sound. There is a yellow discharge from the os 
uleri, but this, of course, is also found in inflammation 
limited to the cervical mucous membrane, a far commoner 
afTection. 

It is not to be thought that endometritis of the body irf 
the uterus is not a real disease ; what is meant is, that in 
actual clinical work it is comparatively rare to be able to 
isolate it as /At cause of the patient's symptoms. A villous 
condition of the mucous membrane of the body of the 
uterus has been termed villous endometritis, and this variety 
is especially likely lo he a cause of bleeding. 

Laceration of the hymen at the first coittis. — This 
laceration, as a rule, only causes very trifling bleeding : 
exceptionally, it may cause severe haemorrhage ; of this I 
have seen a wcli-marked case r — 

Y. S., a German Jewess, age lo, was adinilloi inlo Ihe LonJon 
Ilospitdl on llie afternoon o( Augusi zotli, 1889, on nccount of 
hxmorrhage. She bad been marricil ihc previous day. As a result 
of coitus severe bleeding came on, and as it continued the woman war 
bcought lo the hospilal. I saw her at once, as I happened to be in the 
hoipilal at the time. She v-os deathly pale, and there was a great deal 
or lecenl blood on her clothes. .Some blood wis still coming from the 
puts, but she was bo nervous thai 1 could not examine het without an 
atunthetic -She wna then put under elhcr, and a hot vaginal douche 
having been given, the jinrts were catefully craniined. There was a 
deep leat of the hymen pnsleriorty, but bleeding had stap[ied ; 
probably the hoi douche just given had slopped it. No blood was 
coming ftom the os uteri, nor was there any laceration of the 
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As a precuulion tUe vagina was pacVed witii carbolic giu/e, .iik) a 
T bandage [lul on. Tlie gauie wis mken oul next day, -ind llie 
patienl went home on tliu 33rd, there having been no recurrence of 



DiFFLRENTIAL DIAGNOSIS 07 THE VARIOUS AffECTIOSS | 

Causing BLEEDiNa | 

Here only some remarks will be made on the general 
principles to be followed in forming an opinion in such 
coses. 

In the first place, always examine the abdomen, In 
these as in all other gynecological cases. If any tumour 
exist there, keep the possibility of pregnancy in mind, 
manipulate and ascertain if it has the feeling of the 
pregnant uterus, particularly noticing if the tumour hardens 
during manipulation. Listen over it at various parts, and 
determine whether the uterine souffle, or the ftetal heart- 
sounds, can be heard at any part of it, or not. Observe 
the condition of the external genitals, whether congested, 
bluish, and very moist as in pregnancy, or not ; on vagina! 
examination, notice whether the cervix is hard or soft, and 
above all carefully employ the bimanual method of exami- 
nation to ascertain the size, shape, and consistence of the 
body of the uterus. In fact. In all cases in the first instance, 
consider the question of pregnancy, and endeavour to 
accumulate proof either of its presence, or absence ; the 
latter conclusion will only be justified if you are certain that 
the uterus, as estimated bimanually, is not the least bit 
increased in size. 

If pregnancy has been excluded, consider the various 
causes of bleeding not distinctly connected with pregnancy 
given above. Some of them are diagnosed by inspection, 
e^., vascular caruncle, or malignant disease of the external 
parts ; others, such as foreign bodies or polypi in the 
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vagina, are detected at once by the examining finger, as 
also is malignant disease of the cervix Uteri, if at all 
advanced. 

The bimanual exploration of the regions at the sides 
of the uterus will show whether small ovarian tumours are 
present. The speculum will aid in settling whether the 
bleeding be due to some condition of the vaginal portion of 
the cervix — as, for instance, malignant disease of the cervix 
in an early stage, and affecting the region round the os 
uteri. If neither inspection of the external parts, nor the 
vaginal examination, nor the bimanual examination, discover 
any sufficient cause for the bleeding, it will remain for con- 
sideration whether the cause is some condition in the cavity 
of the uterus itself ; this can only be positively ascertained 
by dilating the cervix, and exploring the cavity of the 
uterus with the finger. The age of the patient should also 
be considered, for if no local condition to account fw 
bleeding has been discovered, it may be accounted for by 
the approach of the menopause. 

It need hardly be said that in young, unmarried women, 
if nothing is found on examination of the abdomen, me- 
dicinal treatment should be fully tried before making any 
local examination. 

Treatonent — From a consideration of the various 
causes of bleeding that have been enumerated, it will be 
evident that the treatment will depend on (he cause. Here 
it is only intended to mention the management of cases 
where, so far as can be ascertained, there is no local 
organic disease, and where consequently no special local 
treatment is required. The menorrhagia of puberty and 
of the menopause are examples of such cases. 

If the bleeding is at all considerable, rest in bed, should 
be advised. V.-t j^ inal douches of liot water (as hot as the 
patient can bear it) should l>c given three or four times 
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^a day. For medicine, some preparation of ergot should 
be given; we may choose either ei^otin (gr, ii.-v., in the 
form of pil!, three times a day), or the liq. ergot, ammon. 
(Martindale) {tn.xx. three times a day), or the ext. ergot. 
liq. B.P. (5ss. three times a day). It is often" beneficial 
\a give bromide of pota.ssium or ammonium in scruple 
doses as well, particularly in the menorrhagia of the 



menopause. 

Other drugs from which benefit may be expected are jiux 
vomica and guinine - 

Gallic acid in lo-grain doses every three or four hours; 
aromatic sulphuric acid ( nyxx. quartis horis); tincture of 
hamamelis (ntv. three times a day) ; tincture of hydrastis 
(it^xx. three times a day); infusion of vinca major (two 
ounces of the leaves are infused in a pint of Ixiiling water, 
and 3J. is given every three or four hours), form a supple- 
mentary list to choose from if the hemorrhage is not 
controlled by the drugs previously mentioned. 

If the hsemorrhage is alarming, and the cervix suffici- 
ently patent to allow of the proceeding, the cavity of the 
uterus may be plugged with a lon i: ; narrow strip of iod o- 
form gauze. To do this properly the os is exposed with 
Sims's speculum, and its anterior lip seized with a volsella ; 
the gauze is then to be packed in by means of the uterine 
sound. Should there be a difficulty in doing this owing 
to narrowness of the cervical canal, a few sizes of HcKar's 
dilators, say up to No. 7 or 8, may be first passed. We are 
of course supposing the hiemorrhage to be really serious. 
The plug is, however, only a temporary measure, and is 
not to Ik left in more than twenty-four hours. Thorough 
exploration of the endometrium should be insisted on 
subsequently. 
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CHAPTER IV. 

Dysmenorrhiea. 

The patient complains of pain occurring in association « 
her menstrual periods. The pain may begin a few days 
before the period, or may only occur during the flow, or 
even only occur after the cessation of the flow. Usually the 
pain is not so distinctly limited as to occur only before, 
during, or after the flow. Enquiry should be made as to 
when the pain is at its worst. 

It would be incorrect to speak of every pain occurring 
at the menstrual period as dysmenorrhea. The pain should 
be contained within " the genital sphere," i.e., within the 
regions aifected by a well-marSced disease of the pelvic 
organs, such as cancer (Champneys), The boundaries of 
this region are, above, a line level with the iliac crests in 
front and behind, and below, the level of the knees. 

Cases of dysmenorrhoea may be divided into three 
groups : — 

I. Cases where a careful Incal examination discovers no 
abnormality whatever in the ulervs or i/s appendages, and 
where also there is no gross abnormality in the process of 
menstruation itself, such as the passage of a cast of the uterus 
or of pieces of membrane. (N.B. — Flexions of the uterus are 
not counted as abnormalities.) The dysmenorrhcea in this 
group of cases is known as spasmodic, and also as neuralgic 
dysmenorrhoia, 

II. Cases where some abnormality is detected on physical 
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examination. This group includes, among others, the cases 
known as inflammatory, or congestive, dysmenorrhcea. 

III. Cases 7vhere some gross abnormality exists in the 
process of menstruation itself, ihe only known instance of 
this being the passage of a membranous cast of the uterus, 
either in one piece, or broken up into several pieces — 
membranous dysmenorrhea. 

Diagnosis. — In considering into which group we must 
put any particular case of dysmenorrhcea, it will usually be 
easy to decide at once whether it belongs to Group III. or 
not — it is only important not to mistake a case of mem- 
branous dysmenorrhcea for an early abortion i the difficulty 
will be to decide whether it should go into Group I. or 
Groap II. 

If the most careful physical examination can detect no 
abnormabty, the case must be classed in Group I, If, on 
the other hand, something abnormal is discovered, then the 
case goes into Group II. It will be evident that we cannot 
ever be certain that a case belongs to Group I. ; the most 
we can affirm is that our examination discovers nothing 
abnormal. Physical examination, even in the most skilled 
hands, is far from enabling us to discover every morbid 
condition during life that a post-mortem examination would 
detect, " Many cases have now been recorded where abdo- 
minal section showed the Fallopian tubes to be dilated with 
pus to the size of coils of small intestine, although the most 
careful bimanual had failed to detect their presence " (Hart 
and Barbour). And if so marked a degree of disease can 
escape detection by physical examination, we may be sure 
that morbid conditions of a less extensive character are 
frequently overlooked. 

Filmy and filamentous adhesions, the remains of a pre- 
vious attack of pelvic peritonitis, are especially to be 
thought of in connection with this point. 




For the present we must be content to take it, that casetl 
of dysroenorrhcea exist apart from any physical abnormalityi T 
but we ought to regard such cases with suspicion, remem- | 
bering that physical abnormaUties may be present, thoi 
we cannot discover them. 

The chief abnormalities alluded to, which at once place I 
1 Group II., are ;^ 

Imperfutly devtlaped uterus. 

Inttrstitial inflammation of tht uterus — metritis. 

Pelvic inflammation (pelvic peritonitis and pelvic cellu- I 
litis), evidenced by feeling the mobility of the uterus im- 
paired, perhaps so much so that the uterus is completely 
fixed, and by the presence of lumps in various parts of the 
pelvis ; if at the sides, in the posterior quarters of the pelvb, 
such lumps are often really made up of distended Fallopian 
tubes, matted by adhesions to the ovaries and adjoining 
parts. (This subject will be considered in detail under 
Pelvic Inflammation.) 

Fibroid tumours. 

Retroflexion, or retroversion, witli incarceration of the 
Ixfdy of the uterus in Douglas's pouch. 



Clinical Features of Spasmpdic Dvsmf.norrH(EA. 

Group I. — In this group of cases the dysmenorrhoea is 
usually, but not always, primary, i.e., it dates from the 
establishment of the function of menstruation. The pain 
is usually paroxysmal, and referred to the hypc^astric 
region. 

As a rule, the pain begins a few hours before the flow, 
and continues for the first day or two of the period. The 
flow then usually increases in quantity, and the pain dimi- 
nishes, or ceases. The pain is at its worst while the flow 
is scanty. The blood may contain clots or shreds of 
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membrane. As time goes on [he patient usually gets 
worse. Marriage tends to increase her trouble, unless 
pregnancy ensues ; after which the dysmenorrhcea is often 
permanently cured. Many patients with spasmodic dys- 
menorrhcea are, however, unfortunately sterile. Retching 
or vomiting often occur at the periods in cases of spas- 
modic dysmenorrhoea. 

Il is often found that the severity of the symptoms- 
pain, retching, vomiting, etc. — varies greatly at different 
menstrua! periods. Sometimes one or two periods may 
be passed through without the occurrence of any symptoms. 
This fact should be remembered when estimating the effects 
of any particular treatment. 

In many cases pain similar to that complained of at 
the periods may be produced at any time by passing the 
sound, and it occurs in typical cases just as the sound 
passes the internal os uteri. The pain is, however, only 
produced if the sound used is large enough to stretch the 
internal os uteri. 

The pain in spasmodic dysmenorrhcea is certainly due 
to " colicky " contractions of the uterus. This kind of 
dysmenorrhcea is, as Dr. Champneys says, "essentially a 
neurosis, and has motor phenomena (colic), and vaso-motor 
phenomena (scanty or greatly varying flow)." 



Clinical Features of Inflammatorv Dvsmenoiuih(ea. 

Group II. — So far as relates to the cases known as 

congestive or inflammatory dysmenorrhcea the affection is 
not primary, but dates from some we 11 -recognised ante- 
cedent of pelvic inflammation, e.g., labour or abortion. 
The pain is of a constant, aching character, and precedes 
the flow, being relieved when this occurs, and especially 
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is this so when the loss is free. The pain may begin 
a variable time before the period, days or even weeks, 
reaching its greatest intensity just before the flow. As 
to the causation of the pain, in these cases it should be 
remembered : — 

1. That uterine contractions take place during the process 
of menstruation. 

2. That at the menstrual period there is an afflux of 
blood to the reproductive organs, uterus and ovaries par- 
ticularly, and that this afflux of blood causes these organs 
to be distinctly increased in size at this time. 

Coming now to theory, it m.ny be suggested that any 
condition which will prevent the uterus and ovaries readily 
accommodating this increased amount of blood sent to them, 
and any condition which will interfere with [he alterations, 
in position and size, that the uterus undergoes during its 
contractions, will afford an inteUigible explanation of the 
pain;_, 
/■ To take an example, if there is interstitial inflammation 
of the uterus (metritis), it may be taken that the excess of 
blood endeavouring to find its way into the vessels of the 
uterus at the menstrual period, will be less readily accom- 
modated than if the tissues of the uterus were healthy. 
The uterine tissue being in a state of disease cannot easily 
permit the increase of size and change of shape needed 
to accommodate the excess of blood coming to it at the 
menstrual period. This view, so far as metritis is con- 
cerned, is not very different from the theory, modified from 
Fritsch, put forward by Hart and Barbour, viz., that the 
pain is due to the flushing of a diseased tissue with blood. 
But I think that we must not only regard interstitial 
changes in the uterus as offering resistance to the afflux 
of blood, and so accounting for the pain ; conditions of 
equal importance outside the uterus, and affecting the 
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ovaries and Fallopian tubes, also offer resistance to the 
afBux of blood, and take their share in producing pain. 
More particularly, adhesions between the uterus and ad- 
joining parts, or between the ovaries and the Fallopian 
tubes, require to be mentioned as causes acting in this 
direction. For the sake of argument take an extreme 
case, where there are dense adhesions, not only between 
the peritoneal coat of the uterus, the ovaries, and Fallopian 
tubes, but also running on to the walls of the pelvic cavity, 
matting the organs firmly together, and binding them also 
to the peh-ic walla. 

Imagine now that the vessels of the uterus and ovaries 
are suddenly called upon to accommodate a much larger 
quantity of blood than they have previously held. In 
order to do so the uterus and ovaries must swell up, so 
as to be obviously larger than before, and in doing so 
they will necessarily undergo some alteration in position, 
but the adhesions mentioned will prevent the changes 
talcing place as they should do. The resistance offered to 
these changes of size and position, that the uterus and 
ovaries naturally ought to undergo at the menstrual period) 
may account for the pain. 

Adhesions will also interfere with the contractions of 
the uterus thai occur at the menstrual period, and some 
of the pain will be due to this interference. Similarly it 
is probable that interstitial inflammation of the uterus or 
ovaries by offering resistance to the menstrual afflux of j 
blood will cause pain, ,„--^ 

We may then state this theory in general terms as 
follows : — 

Any condition, eilher in the tissues themselves of the uterus 
or ovaries, or external to them, which renders these organs less 
able to undergo the changes of size, shape, and position, net 
sary to accommodate the increased supply of blood coming lo 
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tlifm at tlu menstrual periods, will be a (ause ofdysmenorrhxa, 
us also will lie any condition impeding the contractions of the 
vieriis that occur at the periods- 

Inflammation of the tissues of the uterus (metritis), 
and similar inflammation of the ovaries, will be condi- 
tions in the former category ; pelvic peritonitis producing 
adhesions in various parts of the pelvis is the cause 
referred to as external to the uterus and ovaries. Either 
metritis, or pelvic peritonitis producing adhesions round 
the uterus, is likely also to impede the contractions of 
the uterus, and so in that way cause pain. 

Clinically iwe ofien meet with cases of dysmenorrhcea 
dating from a particular confinement, previous to which 
there had been no pain at the menstrual periods. We 
usually iind evidence of old pelvic inflammation in these 
cases, thickening round the uterus, diminished mobility 
of the uterus, and so on. It is evident that such cases 
are explained by the theory just above referred to. 

The presence of a growing fibroid tumour of the 
uterus, as is well known, is often associated with dys- 
menorrhcca ; this might iie explained partly on the view 
that the presence of a fibroid tumour in the wall of the 
uterus interferes with the uterine contractions, acting 
indeed somewhat like a foreign body, and partly on the 
view that a growing fibroid is the cause of an excess of 
blood, over and above what would normally come to the 
uterus at each period, coming to it, and that this excess 
cannot easily be accommodated, and hence we have 
pain. 
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Clinical Featurks of Memi!ranous Dvsmenorrh(EA. 

Group III. — Here the dysmenorrhuM is essentially 
primary, i.e., m ihe large majority of cases it begins at 
the time menstruation is estabtislied. 

The pain begins just before, or at the beginning of, 
the flow, and is " colicky " or paroxysmal in character. 

The flow Is profuse, but in many cases diminishes in 
14 to 36 hours, the pain becoming greater ; then the 
membrane is passed, the pain is relieved, and the flow 
once more becomes free. 

Cases in this group difler from cases of spasmodic 
dysmenorrhcea (Group I.) in that the flow is generaJly 
profuse and the pain is not relieved by the flow, but 
only by the passage of the membrane. The pain in 
cases of membranous dysmenorrhcea is probably not due 
lo obstruction of the canal by the membrane. For at 
the Ireginning of the period there is the pain, but the 
canal is certainly not plugged then. Possibly plugging 
of the canal may be the reason why the iJain becomes 
more intense in many cases at the end of 34 or 36 
hours ; but here again we have another and, 1 think, a 
better explanation, \\z,, the passage of a foreign body (the 
membrane) over a specially sensitive spot— the internal os 
uteri. 

A point of much practical importance is to distinguish cases 
of membranous dysmenorrhcea from cases of eaily abortion. 

A case to be a genuine example of membranous dys- 
menorrhcea must be one in which a membrane is passed 
regularly at monthly intervals for a considerable time. 
Where a membrane is only passed occasionally with post- 
ponement of menstruation, the case is probably an instance 
of early abortion ; and there is the same probability if a 
membrane is only passed when the patient is cohabiting 




witli her husband and ceases to be passed when marital 
rtlaiions are interrupted. 

Anatomically the sac of an early abortion is ovoid and 
more vascular, the membrane of membranous dysmen- 
OTThcca is more triangular and less vascular. In thick- 




FlG, 30.—K DVSMENORRH(EAL MEMBRANE AS SEEN UNDER WATER 

(^ir J. Y. Simpson). 
The lite Dr. Matlhews Duncnn wrote to me that he was sure the 
figure represented an early abortion, and went on to say: "The 
membrane of dysmenonhcea never reaches that stale of site and de- 
velojitnent. I have seen many like that on p. So, no ovuliae structures, 
merely decidua, and the proof is — cured by marital sepaiation." 

ness menstrual membranes vary from ^ to 5V '"^h' 

rarely J inch. Abortive deciduas vary in thickness from 
^ to J inch (Champneys). 

The membrane passed in dysmenorrhcea, as a rule, 
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corresponds only to the body of the uterus, and its length 
varies from i| to z inches. A specimen decidedly exceed- 
ing this measurement is probably an early abortion. 

Microscopical investigation has not been found of much 
use for diagnosis in doubtful cases. 

As to the obstructive theory of dysmenorrhoea, which 
was formerly put forward as explaining most cases of 
dysmenorrhoea, it may be said that it is now to a great 
extent discredited by the best authorities. The theory was, 
that either on account of congenital stricture at the external 
or internal os uteri, or on account of flexion, an obstruction 
existed to the flow of blood out of the uterus, and that con- 
sequently excessive and painful contractions were excited. 

Narrowing of the external os is met with, but it is not at 
all common ; that stricture ever occurs at the internal os 
has not lieen proved. 

As regards flexion producing obstruction, we may also say 
that it has not been proved that it docs so, or at least only 
in the slightest degree ; on the other hand, it has been shown 
in many of the worst cases of dysmenorrhcea, by actually 
passing the sound at the time that no obstruction existed. 

And, further, it should be rememberi;d, that in some 
cases where there is a narrow external os— " pin-hole os " — 
and in others where a membranous cast is thrown off, there 
is no dysmenorrhoea at all. 

Treatment.— In slight cases the patient should be 
advised to avoid over-exertion and any exposure to chill 
at the menstrual periods. Care should be taken that the 
bowels are kept acting a little more freely than usual, when 
the menstrual period is at hand. Putting the feet in hot 
water with mustard in it, and hot drinks at bedtime, are 
also useful, For medicine we may try cannabis indica 
(from i to I grain of the extract in pill) thrice daily for a 
few days before, as well as during, the period, It may be 
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advanlageously combined with camphor (gr. ij.-iij.) and a 
sniaJl dose, gr. ^, of extract of belladonna. Bromide of 
potassium and aromatic spirits of ammonia are also useful, 
gr. X. to XX. of the former, with v\_xx. of the latter, thrice 
daily at the periods, at the same time doing all we can 
between the periods to improve the patient's general health 
by exercise, particularly riding, tonics, and especially careful 
attention to the state of the bowels. 

As Dr. Champneys humorously puts it, " with consti- 
pation none of this class improve, even if treated by the 
newest alkaloids." 

Ciuaiacuni, sulphur, antipyrin, and especially castoreum, 
form a supplementary list to choose from. 

This last drug is especially recommended by Dr. 
Champneys, who has found it succeed in many cases where 
all the usual drugs had failed. He prefers the tincture, 
mxx.-XKX., thrice daily during the pain. 

Whether cases are slight, or severe, the line of treatment 
sketched out is that to be fully tried first, more especially 
for obvious reasons in unmarried women. After it has 
been tried and failed, the next thing to think of is dilatation 
of the cervix by bougies. Starting from the size (No. 9) 
that will normally pass (Matthews Duncan), or a smaller 
one, if that will not pass, the bougies are passed, one after 
the other, going up two or three sizes on each occasion, the 
dilatations being continued at intervals of a few days. A 
simpler plan is to antesthetisc the patient, and dilate on one 
occasion as much as seems desirable, say up to No. 18 of 
Matthews Duncan's bougies, the instruments usually cm- 
ployed." If necessary, the cervix is fixed with a tenaculum, 

■ Hegat's dilalois are equally auilable for the purpose. No larger 
size than No, 12 need be used when liilaljng for dysmenorrhtca. Strict 
antiseptic principles should be observed in this, os in all other opera- 




TREATMENT OF DVSMENORRIIU'LA. 



or volselh, during the dilatation. This measure 
always be adopted before deciding that the ordinary 
will not pass the external or internal os 
case. The treatment by dilatation is suitable for the cases 
in Group I., where there are no physical signs, and for 
cases of narrow external os. Sometimes the dilatation may 
be completed at one sitting without an antesthetic. In the 
cases associated with the pre.sence of Inflammatory con- 
ditions of the pelvis, as evidenced by feeling lumps, or 
thick Arm liands, in the neighbourhood of the uterus, and 
hy the mobility of the uterus being less than normal, dilata- 
tion of the cervix is usually contra-indicated. 

The choice here lies between being content with palliative 
treatment, and entertaining the question of removing the 
uterine appendages ; it need hardly be said that the con- 
sequences — sterility— and the risks of the operation should 
be fairly laid before the patient ; particularly she should be 
asked if she would not rather put up with the pain, than 
have an operation— to which some considerable risk often 
attaches— done to relieve it. This line of treatment is only 
indicated in really bad cases, when palliative treatment has 
failed, and where distinct physical signs, such as lumps at 
the sides of the uterus, are present, and, lastly, where the 
operation Is to be done by a specialist skilled in abdominal 
surgery. 

It is possible that a sort of " massage " of the pelvic 
organs may give relief, where there are adhesions of only 
moderate strength around the uterus limiting its mobility. 
Manipulation under an anKsihotic by breaking and stretch- 
ing some of the adhesions might perhaps give relief; but 
treatment of this kind Is undesirable, for it is obviously open 
to objection ; besides, it may be exceedingly dangerous, if 
there should happen to be a pyo-salpinx present, 

As to treatment of the cases in Group III., it Is to be 
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CHAPTER V. 

On Diseases of the Pudenpum. 

Vulvitis. 
Definition. — An inflnmmation of the labia iiiajora, and 
parts lying between thein, theanteriorlimit of the in|]!tmma- 
tion being [he Mons Veneris, and the posterior limit the 
fourchette {i.e., the anterior margin of the perineum). 

Sufpuralive vulvitis, without any vaginitis, is the com- 
monest disease of the genital organs met with in children. 
The mother brings the child on account of its having "a 
discharge from the private parts," and, as is well known, this 
may have raised a suspicion, usually without any foundation 
in fact, of the child having been criminally assaulted. 

There is usually pain in passing water, owing to the orifice 
of the urethra being involved. On inspection, the surface 
of the external genitals is found to be redder than normal, 
and secreting pus. The parts are very tender. Occasionally 
more or less extensive ulceration of the inilamed surface is 
seen. The ulcers are shalbw, well defined, and vary in 
size from that of a florin downwards. 

In ekildren, it is important to remember that the vagina is 
not implicated in the inflammation, oral most onlythe very 
entrance of it — there is vulvitis without vaginitis. This may 
be shown by first wiping away all the pus from the surface, 
and then with the little finger in the rectum, pressing down- 
wards and forwards, and observing that no pus can 
si|ueezed out of the vagina, 

Causation in children. — The fact that almost 
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variably ihc hymen is seen to be perfect, and that there are I 
no lacerations of the perineum, sufficiently disposes of the J 




Fin, i 



-External Genitals in 



1 I. Right labium majus; 3. The fuuichdle i 33. Riglil Inbiuiu 
minus, or nympha ; 4. Glnn* ditoridb ; 5. Urethral orifice ; 6. Vesti- 
bule (a trinoguUr »pace, ihe sides of ihe triangle fonned by ihe nymphK, 
ihe apcK hj the cliliiri^, and the base by a transverse line, which is 
bisected by ihe urdlirai orifice); 7. Orifice of the vngina ; 88. The 
hymen, running in this case all round the vaginal orifice, but still, 
broader posleriotly j 9. Opening of the duel of Barlholb's gland on the 
right Bide— Ihis is reprcscnleil too far forward, it sliould be about as far 
back as ihc Jtostcriur J io the figure ; 10. Muns Vcntiis (Thorburn). 



VULMTIS, 87 ' 

nolion thai the disorder is the result of an assault. If 
there were lacerations, the possibility of this would require , 
careful consideration. . 

Vulvitis may be caused by cold, or by dirt, but not 
infrequently it arises without any assignable cause in weakly 
children The late Dr Matthews Duncan was strongly 
opposed to accepting the presence of worms as a cause of 
vulvitis though It IS one commonly gnen I have seen 
one case where it seemed to me that indirectly the vulvitis 
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Fig. 23. — Vertical Antcro- posterior Mciiinl Seclion of Ihc 

External Genitals (Hcnle). 

a. Kcclum ; £. Perineal body; f. Vagina ; >/. Urelhra; f, Labiun 

minus ; / Prepuce of Ihc cliloris ; j;. The fossa naviculflris, Iramided 

ia front bj the hymen and behind bj the fonrchetle (ih« anterior 

margin of ibe perineum). 

was due to the presence of worms In the rectum. The 
orifice of the vagina was wider than normal, and less 
perfectly closed by the hymen. In this case, there cer- 
tainly were thread-worms in the rectum, and it seemed to 
me at least probable that the child had passed her finger 
into the vagina, in her endeavour to allay the uneasy sensa- 
tions caused by the worms in the rectum, and that the 
vulvitis was due to this mechanical irritation. 




E- B.. age 7, was brought to the London Hospital on January 32nd, 
tSS7. On Janu.irr 18th she hod lallcn over a heap of stones, and 
hart herself in the private parts. Nexl morning her mother noticed 




IS uf the External Gcnitalii. 
r section (Matthews Duncan). 
a. Urethral orifice ; i. The fossa nayicnlaris ; !■. The fourchetle, the 
anterior margin of the perineum, i A ; d d. The openings of the duels 
of Bartholin's glands (sometimes they o]ien rather farther forwards) ; 
t e 1 1, Margin of v^nal orifice, internal id which is seen the hymen, 
liroiUlcr behind than in front— it has been torn near m; ff. Posterior 
eitremilies of the labia raajora, which are not unitetl posteriorly, but 
merely connected by the perineum ; g. The onus. The lettering In 
both figures is the same. The " ineviloble " laceration, i.e., the one 
that occurs in every first labour, extends into the fossa naviculoris, b {sti 
chapter on Rupture of the Perineum). 
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that ihe screamc-tl on paiising tier wiitei, and th.it the parts were 
swollen. On January 2oth iht cliild comjilained uf sore throat, and 
she had a cough. A "few spots of blood" were brought up with 
the cough ; on ewmi nation (January 22nd) ihc external getiitali were 
found lu be swollen, and the whole surface of the vulva was covered 
with ^se membranE of a gieyish-yelluw colour. On looking at the 
Ihrual, the fauces were seen to be covered with false membrme also. 
The child died rather suddenly oo January 28th, aflei Geetning to be 
going on well. 

Causatioii in adults. — Suppiirativi: vulvitis in grown- 
up peoplt is a [tart only of an inflammation affecting the 
vagina as well — there is vaginitis as well as vulvitis. An 
inflammation of this kind may be caused by gonorrhcea, 
or by injuries inflicted on the parts during a difficult labour. 
In acute cases the labia are enormously swollen, so as to be 
shining and cudematous, forming a sausage-shaped swelling 
on each side of the vulvar cleft. 

Vulvitis wil/ioiit suppuration. — In these cases the in- 
flammation is characterised by increased redness only 
(erythema), or by the presence of papules, or vesicles, as 
well, scattered over the inflamed surface. 

Vulvitis of this kind is caused by the passing of irritating 
discharges over the parts ; we get it, therefore, in cases of 
incontinence of urine ; or, apart from incontinence, where 
the quality of the urine causes it to be unusually irritating, 
as in diabetes. 

In this last case there is also a constitutional predis- 
position to inflammation of the skin, not only of the vulva, 
but elsewhere. 

Case of Diabetic Vulvitis. 

II. T-, age 70, six children, the last twenty-seven years ago, came to 

the London Hospital coniplaining of great irritation of the private parti, 

aitd " thiubbing " there. She "does not know how to sit down" on 

account of it. The |)ic»nt attack has Uuled a month, but she 
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aullered frora the 

She is very thiiiily, and drinks u great deal of walei. Has been 
loBing Rtih for Ihe Inst Iwclve manlh!:. She has scalding od passing 
water, and has 10 get up twice al night to jasa it. 

Patient is very fat ; about a hand's breadth aliove the pubes the 
abdominal wall is thrown into a transverse fold ; where ihc skin- 
■ur&ces are in contact there is a simple iattaniniatiDn of the skin, ils 
surface being ted and moist, bat there are no vesicles or papules on 
the affected surface. The labia majora ore hyperlrophied, the whole 
of the external genitals are purplLsh-red and raw-looking. In the 
fold between the labia and the thighs on each side, and in Ihe fold 
of the nates, extending to about three inches behind the anus, there is 
similar inflammation of the skm. 

Urine, sp. gr, 1040, coiilnios no albumen, but a good deal of sugar. 

Vulvitis is an early symptom in diabetes, often the 
earliest to attract attention. The appearance of the vulva 
is very characteristic (see the case just recorded), and, to 
any one who has once seen it, at once su^ests the advisa- 
bility of testing the tirine. 

The absence of vulvitis does not, however, prove the 
urine to be free from sugar. I saw a case in point recently, 
where the appearance of the vulva was normal, yet the 
urine contained a large amount of sugar. 

Again, the discharge from the vagina in cases of cancer, 
uterine or vaginal, the presence of pediculi pubis, or any 
other source of itching causing the patient to scratch the 
parts, will set up a simple non'Suppurative vulvitis. 

Treatment. — In children it is sufficient to have the 
inflnmed surface bathed night and morning with weak lead 
lotion ; the mother should be instructed to separate the 
labia, so that the lotion may reach the whole area affected. 
Sitting in a hot bath for a quarter of an hour at bedtime 
every night, or two or three times a week, is also useful. 
If the child has thread-worms, these should be got rid of 
by rectal injections of salt and water. The general health 
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should be improved as much as possible by tonics, cod-liver 
oil, and proper diet. When ulcers are present, an effectual, 
but rather painful plan, is to rub them over with solid 
nitrate of silver, or sulphate of copper. 

In adults suppurative vulvitis requires similar treatment, 
but as vaginitis is also present, vaginal injections must be 
used (see Vaginitis). In the non-suppurative vulvitis of 
adults, treatment will depend on the cause. Pediculi may 
be got rid of by smearing the parts well with terebene oil 
(i-6), or washing the vulva with corrosive sublimate lotion 
(i-iooo). When the cause is incontinence of urine, or the 
discharge from malignant disease, the treatment of any 
coexbting vulvitis is a very minor matter, but soothing 
applications, such as lead lotion, zinc ointment, etc., may be 
used, if treatment seems desirable. The urine should always 
be tested for sugar in cases of non-suppurative vulvitis 
occurring in adults. The youngest patient, in whom dia- 
betic vulvitis hai led me to the diagnosis of diabetes, was 
sixteen years old. 

Vascular CARi;NCLt; of the Ureikra, 
This is a bright red body, either sessile, or more or less 
distinctly pedunculated, attached just within the margin of 
the urethral orifice, but projecting beyond it. Sometimes it 
docs not project, owing to being some distance up the 
urethra, and it will then not be readily discovered by 
mere inspection. In size it varies from that of a pin's head 
to that of a small grape ; on an average, it is about the 
size of a pea. There may be two or three of various sines 
present in the same case. 

Vascular caruncle is more common in women accustomed 
to sexual intercourse than in virgins ; there is often some 
urethritis present, as evidenced by a discharge from the 
uretlira. 
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The Eymptoms ii causes are: — 

Fretiuent desire to pass water, and pain in passing it. 
{It is noticed in some cases that the pain on passing water 
only occurs at the menstrual periods— that is, al a time 
when the pelvic viscera are specially congested.) 

Pain on sitting down. 

Pain on connection (dyspareunia). 

Sometimes a little bleeding from the surface of the 
caruncle. 

Occasionally one accidentally discovers a caruncle that 
has not caused any symptoms. 

Structure. — ^ A vascular caruncle is composed of capillaries, 
nerves, and a small quantity of connective tissue. 

Treatment. — The best treatment is to burn it away 
with Paquelin's cautery. 

Sometimes these growths recur after removal. They are 
more likely to do so after removing them with the knife 
or scissors than after cauterisation. 



Labial Abscess and Cysts of the Pudendum. 

These may conveniently be considered together. The 
glands of Bartholin are two in number, and lie one on 
each side of the middle line, the situation on each being 
marked by taking a point on the skin surface midway 
between the posterior extremity of the labium majus 
and the adjoining tuber ischii (Matthews Duncan). The 
duct is rather more than half an inch long, and runs 
forwards and inwards to open either in the fossa navi- 
cularis (the space between the anterior margin of the 
perineum and the attachment of the hymen), or rather 
further forwards, in the angle made by the attachment 
of the hymen with the adjoining part of the vulva. The 
commonest abscess met with in the pudendum is an 
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.ibscess of the duct just mentioned, and similarly the com- 
monest cyst of the vulva is a retention cyst of the same 

Labial abscess.— 'Inflammation spreads from the vulva 
along the duct. The orifice of the duct may become 
occluded, or remain open ; even if it remains open, it may 
not allow a sufficiently free escape of the pus, and con- 
sequendy the part of the duct behind the orifice dilates. 
The swelling so formed is commonly as large as a plover's 
egg, and occupies the posterior half of the labium majus 
on the affected side (Fig. 25). Such abscesses are often a 
complication of gonorrhcea, but ihey may arise from a 
simple, non^onorrhceal inflammation. If the orifice of the 
duct is open, pressure on the swelling will cause pus to ooze 

Labial cysts arise by occlusion of the orifice of the duct, 
and accumulation of secretion in the duct, which dilates 
and forms a swelling in the same position as that caused 
by the labial abscess (posterior half of the labium majus. 
Fig. 25)- 

It may be mentioned that in addition to Bartholin's 
glands, there are smaller glands in the vulva, viz., mucous 
glands, very numerous in the vestibule, and sebaceous 
glands, very numerous on both aspects of the nymphx ; 
it is evident, then, how small retention cysts, either mucous 
or sebaceous, or small abscesses, may originate in these 
situations. 

Treatment.— In the case of an abscess a free incision 
should be made on the inner aspect of the swelling, and 
the cavity dressed with a piece of lint soaked in tcrebene 
oil (i-6). In the case of a cyst, a piece the size of a 
sixpence should be cut out of the wall of the swelling 
on its inner aspect. Pure Tr. lodi should be applied 
to Uic lining membrane of the cavity to destroy its 




Warls are very commonly met with on the vulva and 
djacent skin. They are sometimes found on the lower 
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part or the vaginal mucous membrane as well, and in such 
cases they may also be found on the vaginal portion of 
the cervix, especially when warts are situated at the upper 
part of the vagina, and so in contact with the vaginal 
portion of the cervix. They may be caused by gonorrhcea, 
or be only due to dirt. The best treatment is to burn 
them off with Paquelin's cautery. 

The Primahv SvPHiurrc Sore. 

This is not often seen on the vulva. It has been said 
that the primary sore in this situation not infrequently 
lacks the hardness characteristic of the initial sore else- 
where. This is a very difficult matter to be sure of. It 
is almost impossible to decide in a patient, who is cer- 
tainly suffering from early secondary symptoms, whether a 
soft sore at some part of the vulva is the primary sore, or 
a secondary effect merely. It is also rare to get a reliable 
history in such cases. Observations in the case of prosti- 
tutes are complicated by the probability that the patients 
may have had syphilis at some previous time, and that 
whatever symptoms are present may lie due to a revived 
activity of the disease. I have, at all events, seen several 
cases where the initial sore on the vulva, or just within the 
vagina, was typically hard — as in the following case : — 

Elizabeth D., a(<i: 34, wib admilteJ to Davis Wait] o< thv London 
HospilDl an May Z5t!i, 1SS7, with a sore place in the ptivalc pans. 

She lull only been maiiieii about six weeks, having been mftrricil on 
Easter Sunilay last (April loth). 

About len days befure admission {I'j., thirty-live days after mnrritge), 
sbe noticed a pimple in the private parts. It itched and smarted, and 
graduRlly increased in aii:c. 

Slaleen admiisian.—lTi the situation of the fossa nnvicularia, there ii 
an irr^nlatly shaped ulcer ; from this a somewhat elevated and dU- 
Imclly indurated sore extends to the fourchetle, and for half an inch 
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behind il ovei the perioeum. The surface of Ih'e raised pitch is supet- 
ficinlly ulcerated. The sore ties chiefly to iHe left of the middle line. 
The inguina.! glands aie enlai^ed on both sides, but are ntil teniler. No 
rash on the boily, or sore throat. She was ordered a warm bath every 
night, the sore to be bathed with lead lotion, and mercury was given 
inlemally. 

On June 4lh I saw the patient's husband. He had numerous ulcerated 
patches on the glims penis, and there was nlsu a well-marked cicatrix 
of an older 6ore. Glaniis enlarged both side?, not lender; there was j. 
msh on the chest — the man said it had been much brighter, but that it 
was now fading. There were mucous patches on both tonsils. He 
ascribed his local symptoms to a blow from a cricket ball. I sent him 
round to the surgical oiit.pntient depurlmcnt, where I know he was 
put on a course of mercury. 

To return to his wife's case : the sore rapidly improved under treat- 
ment, and the patient was made an out-patient, but she was still kept 
on mercurial trealmenl. In October 1SS7 she came up to the hos- 
pital, and said she was three months pregnant. Her tonsils were then 
gmlly enlarged, and superficially ulcerated. 

She suRered from sore throat and ulceratetl tongue more or less 
daring the year she was under my observation. She went her lull lime, 
and the child was bom alive. It subsequently had erythema of the 
buttocks and genitals, which Mr. Moullin, to whom I sent the child on 
account of phimosis, regarded as certainly syphilitic. The mother had 
been taking mercury for three months at a lime during the whole of her 
pregnancy, and it will be seen that at the lime she became pregnant 
her husband was also under the influence of mercury. 



Mucot;s Tubercles. 

These are frequently met with, and are invariably of 
syphilitic origin. They appear as flat, raised patches, more 
or less circular or oval, of a greyish-red colour, and with 
a moist surface. They occur not only on the vulva, but 
round the anus, as in the male sex. Mucous tubercles are 
distinguished from warts by the fact that they have no 
pedicle or any indication of one— no more pedicle, in fact, 
than a penny laid flat on the surface of the skin would 
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have. Locally, cleanliness and blackwash will t 
but as ihey are only an evidence of syphilis in 
stage, constitutional treatment is necessary. 



Ulcers. 

It has already been mentioned that extensive superficial 
ulceration is occasionally noticed on the pudendum in the 
simple vulvitis of children, In the vulvitis of adults it is 
not ai all uncommon to see more or less ulceration affecting 
the opposed surfaces of the inflamed labia. 

Apart from vulvitis, we may find two, or three, or more 
ulcers, on the inner surface of the labia, or in the fossa 
navicularis, as a result of secondary or tertiary syphilis. 



The Hymen. 

The hymen is usually either: — 
(i) Crescentic in shape with the horns of the crescent 

forwards ; 
(i) Or circular, and of the same width, or nearly so, all 
the way round the vaginal orifice. 
Rarely :— 

{3) It may be cribriform ; 

(4) Or imperforate ; 

(5) Or double. 

Imperforate hymen {4). — In this condition the vaginal 
orifice is closed, owing to the hymen taking the form of a 
complete membrane stretched across it. 

Symptoms.— Attention will probably not be called to 
the abnormality till the age of puberty. 

The girl will then have colicky pains in the hypogastrium 
every month, but will not " see anything." Ultimately, if 
the case go on, b tumour will appear in the hypogastrium, 
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and the patient may notice that this increases in size every 
month when she has the pain referred to, and diminishes 

in the intervals, some of the fluid being reabsorbed. The 
tumour in the hypogastrium may be due cither :— 

(i) To the uterus, not increased in size, being perched on 
the top of the distended vagina, the menstrual fluid 
only occupying the vagina. 
(a) To the uterus itself being dilated by backward pres- 
sure, so that the cavity of the uterus and vagina 
communicate much as they do in the second stage of 
labour. The retained lluid in this case occupies the 
vagina and uterus. 




Fig. 26.— Diagram mBticrepresctilnlion of the various 
forms of hymen. 
I. CresccDlIc fuim (the commonest) ; 2. Circular form, nearly as 
common as I ; 3. Cribriform hymen ; 4. Imperforate hymen -, 5, Hymeu 
biseptus; 3, 4, 5, are all rare. a. The urelhml orifice. The shaded 
part of each figure indicates the hymen. I have seen several examples 
or4 and 5, but have never seen 3. 

If the case goes on long enough, the Fallopian tubes may 
also become dilated. 

Diagnosis. — On inspection the hymen is seen to form 
a complete septum, closing the vaginal orifice, and, if the 
case is one of some duration, the hymen is bulged outwards, 
having much the appearance of half a purple plum. 

Treatment — It may either be treated by free incision 
wilh rapid evacuation, or by aspirating with a fine needle, 
and slow evacuation. 




FISSURE OF THE \ULVA. 

The plan to be adopted depends on whether the uterus is 
dilated as well as the vagina, or whether the vagina alone is : 
dilated. 

In the latter case free incision with Paquelin's cautery 
into the hymen may be chosen, the blood being allowed to 
run out without any pressure being made above the pubes. 
Vaginal injections should not be used. The patient should 
be kept absolutely at rest in bed for ten days or a fortnight. 
A pad of some antiseptic wool should be kept applied to 
the vulva to receive the fluid. 

If the uterus is dilated as well as the vagina, it will be 
best to draw off a small quantity of the fluid with an 
aspirator needle, at intervals of a day or two, till the fluid 
has been nearly all removed, and then to make a free 
incision into the hymen. The object of this gradual with- 
drawal of the fluid is to enable the uterus to accommodate 
itself to its diminishing contents. If rapidly emptied, con- 
tractions are set up, some of the fluid, with septic matter 
from the air, may be forced along the Fallopian tubes into 
the peritoneum, and death from peritonitis result. Several I 
fatal cases of this kind are recorded (see a case referred t 
in Chapter XIX.). 



Fissure of the Vulva — Inflamed Portions of Hvmem. 

It is not uncommon to see one or more fragments of the 
hymen inflamed and painful, giving rise to dyspareunia, 
perhaps so great as to prevent coitus altogether. There 
may be noticed an unhealed fissure between the fragments 
of the hymen, or a fissure in the fossa navicularis, giving 
rise to the same symptoms. These conditions should be 
treated at first by sedative lotions, such as dilute lead 
lotion ; should the latter fail to relieve them, then, in the case 
of inflamed portions of hymen, these should be dissected off 
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under nn aniesthetic ; in the case of fissure, forcible dilatation 
of ihc vagina! orifice with the thumbs will probably cure it. 

Varicose Veins. 

These are met with forming a swelling in one, or both, of 
the labia majors. The condition usually originates during 
pregnancy. They may be ruptured during labour, or even 
by slight injuries apart from labour. If the blood escapes 
only into the connective tissue, -n-e have what is called 
" thrombus or hamatoma of Ike labium " ; " during labour the 
tumour so formed may obstruct the passage of the child, 
and may, on that account, require to be emptied; other- 
wise, unless it suppurates, it is best left alone. If, when 
the veins rupture, there is an external opening, profuse 
bleeding occurs, which may be fatal unless assistance is 
obtained promptly. 

Adhesion of the Labia Majora, 

This is an affection not uncommon in infants. The 
adhesion does not extend forwards so as to occlude the 
orifice of the urethra. The treatment is to break down 
the adhesions with the fingers, and direct the mother to 
separate the labia for some time to come, to prevent them 
reuniting. 

* This, however, is not the usunl origin of thrombus of the vulva. 
On .this point Spicgelberg says : " Varicose veins of ihe vulvn un- 
doubtedly occasionally coexist, but they cannot be brought iDto causal 
connection with the fomialiDn of hxnutomata, since Ihey do not occur 
more odea in conjunction with Ihe iKttei than at other times ; further 
evidence is derived from the fact that a thrombus is reiathv/y more 
common in primipant, who do not often suffer (rom varicose veins, 
than in multipara:" ("Textbook of Midwifeiy," New SyJenlinm 
Society's tnmilation, vol. ii., p. 316). 
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This may affect the nymphs, the clitoris, or the labia 
majora. Hypertrophy of tlie nympha is sometimes con- 
genital, or it may be the result of masturbation. That of 
the clitoris is usually congenital. Hypertrophy of the labia 
majora to a moderate extent is common, as a result of 
chronic inflammation ; an extreme degree of hyi>ertrophy, 
affecting one, or both, of the labia majora, so that they 
form large tumours, occurs in hot countries, and is called 
elephantiasis. 

In some cases hypertrophy of the external genitals seems 
to be due to late syphilis; while in others it seems to 
be due to a disease sui ^iwris — /u/us uf the vulva 
estAiifmiiK. 



Carcinoma. 

Carcinoma of the vulva is much rarer than carcinoma of 
the cervix j its frequency would rather correspond to that 
of primary carcinoma of the body of the uterus. It may 
originate at any jiart of the vulva. In the following case it 
began round the urethral orifice ; — 

E. D., age 49, muricd, Ihicc children, the Inst fiAecn yein agu, 
came to Ihe Londoa (lospilaJ complainln); of > lump in the private 
ports Tarying in size at differenl times, aho of difficulty iknd pain in 
micturition, and some constimt pain in the left side ; she had had these 
tymptonu for nevcn wccka. 

The calamenia ceased two years ago, but far the lost two years ^he 
has had a yellow dischaige sfteaked with blood. 

Has been gelling thinner lately. 

Ou cxominalion, in the situalion of the urethral orifice there was an 
irregularly shaped ulcerated cavity, odmiuing Ihe lip of the finger. The 
walls of the cavily were formed by hard tissue, and induration extended 
up the anterior vaginal wall a distance of two inches. The surface of 
the cavity bled euily on touching it. The gland* in both groins were 




As regards Ihree other cases I can call to mind, the 
disease began in the fossa navicularis in one, and in the 
remaining two on a labium majus, 

Gangrew of the vuhia is a rare complication of acute 
specilic fevers in children ; and in adults, is a rare complica- 
tion of puerperal fever. 

Fibroid tumours and fibroid polypi of the vulva are de- 
scribed, but are exceedingly rare. 

Pruritus of the Vulva. 

By this is meant itching of the externa! genitals. 

Etiology. — Sometimes no cause can be discovered to 
account for it ; more frequently it occurs in association 
with some one of the following conditions \— 

t. Pregnancy. 

2. Cancer. 

3. Vulvitis and vaginitis, particularly the early and late 
stages of these affections. Even if there was no vulvitis to 
begin with, scratching the parts, from which, as a rule, the 
patient cannot refrain, will soon set it up. 

4. Dialjetes. 

5. Pediculi pubis. 

6. Thread- worms. 
Sometimes it only occurs at the menstrual periods. 

Again, at the menopause it is not an uncommon symptom. 

The itching is usually worse at night, and it may prevent 
the patient sleeping. 

Treatment.— We try to remove any morbid condition 
that may be present — for example, vulvitis or vaginitis, 
pediculi pubis ; when no local cause exists to account for 
the pruritus, or when it is due to some constitutional state, 
we have only lo rely on empirical treatment. This consists 
partly of internal remedies, and partly of local applications. 



4 

) 
1 

4 



PRURITUS OF THE VULVA. 



103 



The iHiernal remedies that should be tried are : — Bromide 
of potassium in scruple doses, and belladonna, best given as 
recommended by Dr. West in the form of pill with camphor 
(Ext. belladonna, gr. J, camphor., gr. iij., M. ft. pil. j.)j if 
dryness of the throat occurs, the dose of the belladonna is 
reduced. 

Local applications. — Some one of the following may be 
tried :— 

1. Chloroform and ohve 01! (5j. to 3j-)- 

2. A lotion containing acetate of morphia (gr. ij, to Jj,). 

3. Borax lotion (3j. to 3j.). 

4. Lead and opium lotion {4 grains of extract of opium 
to 3J. of dilute lead lotion). 

5. Glycerine and belladonna (3j. of extract of belladonna 
to 5j. of glycerine). 

6. Carbolic acid lotion (1 to 60). 

7. Liq. carbonis detergens (jij. to ^iij., to Oj. water). 

8. A somewhat messy application, but often an elTeclual 
one, is Fuller's earth made into a paste, and applied to the 
vulva. 

The preparation used should be applied to the whole of 
the vulva frequently, or a piece of lint soaked in the appli- 
cation may be placed between the labia. In the few cases 
where I have tried cocaine for pruritus the result has been 
disappointing. 
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CHAPTER VI. 

Rupture of the Perineum. 

The inevitable laceration. — In every /«/ labour there 

is a tear of the posterior part of the vaginal orifice, that is 
to say, there is a tear running into the fossa navicularis. 
This is the " inevitable " laceration. The tear may, of 
course, go much farther, but in every first labour it must go 
as far as that. 

Partial rupture of the perineum. — By this is com- 
monly meant a rupture not involving the sphincter ani, as 
contrasted with 

Complete rupture of the perineum. — By which is 
understood a tear involving the sphincter ani. 

All the ruptures above mentioned are caused by want of 
proportion between the size of the fcctal head and the size 
of the vaginal orifice at the moment the head is bom. 

The rupture to be next considered — -cantral rupture of the 
perineum — is caused fay want of proportion between the size 
of the fcetal head and the si^e of the vaginal canal. In a 
complete centra! rupture there would be a communication 
between the canal of the vagina, say at the point a, and the 
perineum, say at b. A probe passed in at b would be felt in 
the vagina at a. 

The rupture, however, may not be complete, and the 
cause acting may produce merely : — 

(i) A tear in the vaginal mucous membrane in the neigh- 
bourhood of a ; 
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Or (2) a tear of the skin of ihe perineum in the neighbour- 
hood of b ; 

Or (3) a tear of the tissues of the perineal body between 
a and b, there being neither laceration of the vaginal mucous 
membrane, nor of the perineal skin. 

From what has been said, it will be clear that, in point of 
time, centra! rupture of the perineum occurs at an earlier 
stage of labour than ordinary rupture, for the former occurs 
while the head is still in the vaginal canal, while the latter 
does not occur till the head is passing the vaginal orifice. 



> 




Fio. 17. — Dittgrmnmalic aniero- posterior seclion of the perir 
to illustrate central niplure oftht perineum. 



Further, the conditions causing both central rupture and 
ordinary rupture may be present in the same case, and 
there will first be produced central rupture, and when the 
head reaches the vaginal orifice, an ordinary rupture also, 
running back into the centra! one. Unless the case has 
been watched throughout, we shall not then be able to 
know, whether, or not, a central rupture preceded the 
ordinary rupture. 

Treatment,— The laceration, if of any extent, should be 
sewn up immediately labour is over. A sponge should he 
passed into the vagina to keep back the discharge while the 

iv surfaces are being united. It is best that the patient 
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perineum immediately after labour. The raw surface always 
seems to indicate a much more extensive tear than has 
really occurred. The sutures are tied, beginning with the 
posterior one, care being taken to bring the surfaces into 




Fig. 31. — DiagiammalLc representation of rupture of llie perineum, 

invoiving the spliincler ani. 

ait. Triangular aperture la front wall of rectum ; Ii c correspond (o 

■he ends of Ibe torn spiiinctei. A suture (the purse-string suture) lias 

been passed, as explained in the text, embedded all the way tn the 

tissue iHiunding tlie triangular interval. 



■ Fig. 31. — Tbe suture lightened and twisted, ilie poinls a h 1 
proximaled so as to close the gap. The rest of llic raw surface is 
dealt will) as in Fig, 3C|. 





contact without unnecessary tightness. The sponge 
withdrawn from the vagina ; the patient's knees 
tied together till union lias taken place. The sutures 
taken out in a week's time. 



s are kept 

;utures are I 




If the laceration has involved the sphincter ani, in ad- 
■dition to (he raw surface in the above figure, there will be 
a triangular aperture in the front wall of the rectum, the 
apex of the triangle being upwards, and the ends of the 
torn sphincter one at each end of the base line (Fig. 31). 
In passing the first suture it should he passed embedded all 
the way in the tissue immediately bounding this triangular 
interval, so that, when tt is tied, the three points of the 
triangle will be approximated, just as the mouth of a bag 
with a string running round it is closed by drawing on the 
string. This is sometimes known as the "purse-string" 
suture. The remaining raw surface is then treated as before 
described. 

Another metliod is to pass the sutures exactly as in 
Lawson Tail's operation for ruptured perineum, a descrip- 
tion of which is given at the end of this chapter. 



Secondarv Operations for Rupture of the 
Perineum. 

When extensive lacerations of the perineum have not 
been sutured directly after labour, or when, having been 
sutured, union has not occurred, it is desirable in certain 
cases to perform a plastic operation to restore the previous 
condition of the parts. 

Such an operation should not be done until sufficient 
time has elapsed since the rupture for the parts to have 
passed into a quiescent condition, say at least stx weeks 
after labour. 

The indications for operation are: — i. Incontinence 

of fseces, or flatus, owing to the rupture having involved 

Ihe sphincter ani. a. When it is desirable on account 

prolapse of the vagina, or uterus, for the patient t 
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wear a vaginal pessary, such as the ordinary india-rubber 
ring. 

If there has been an extensive rupture of the perineum, 
such a pessary will not stop in. The object of the operation 
in a case of this kind is to narrow the lower end of the 
vagina, so as to enable the patient to retain a pessary. 

Preparation of the patient.^She should remain in 
bed for some days before the operation, and should lake a 
mixture containing sufficient sulphate of magnesia to ensure 
thorough evacuation of the bowels. If there is any dis- 
charge from the vagina, this should be cured, or at all events 
checked, by suitable treatment. The night before the 
operation she siiould take a draught, such as : — 

p; Mig. Sulph,, gi. i6o. -■ 

Infus. Senna: ad Jj. 
M. ft. haust., b.s.5. 

On tlie morning of the operation a copious enema should 
be given. 

The operation. — Three assistants are necessary, one to 
give the anesthetic, and two to help the operator. The 
patient is secured in the lithotomy position by means of 
Clover's crutch (Fig. 33). 

The vagina is now syringed out with carbolic water, 
I in 40. An assistant stands at each side of the patient. 
The next step is to mark out the surface to be made raw. 
The shape of this depends on the exact nature of the case. 
If the rupture has not involved the sphincter ani, Fig. 34 
shows the shape and position of the surface to be freshened. 
The points B and C correspond to the posterior extremity 
of the labium minus on each side, and it is well to ii.\ a pair 
of Spencer Wells's forceps on B and C, where the skin and 
mucous membrane meet, to serve as landmarks. 

The point A is taken on the middle tine of the posterior 




area marked out. During the whole proceeding the parts 
are made tense by each assistant pulling towards himself the 
labium majus and adjoining skin on his side. Sometimes 
it is convenient to put a pair of Wells's forceps on the point 
D ; traction on this pair of forceps helps to make the parts 
tense, and therefore facilitates the dissection. The sutures 
are inserted as in the figure, beginning behind- i, 2,3,4,5, 
are passed by means of a nearly straight or shghtly curved 
needle in a handle. For these, either fishing gut, or silver 
wire, may be used. It is an advantage to stain the fishing 




Fig. 34. 



gut a purple colour, as it is then more easily seen. These 
sutures should be completely buried beneath the raw 
surface. While they are being passed the fore-finger of 
the left hand is in the rectum as a guide. Two or three 
sutures should be passed as al 6 and 7 in the figure. These 
are inserted by means of an ordinary needle in a needle- 
holder ■ (Fig. 35), and the material used for them should 
be catgut, as they will not then require removal. Sutures 
6 and 7 should also, if possible, be buried completely under 
the raw surface ; it is important that they should enter at 

• Hagedoros needle-holder and needles are 
and dmitu opeia.tions. 
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the very edge of the cut mucous membrane to avoid any of 
it being lucked in when they are tied. All blood and clots 
being carefully sponged away, sutures 6 and 7 are tied first, 
and then i, 1, 3, 4, and j in numerical order. Before they 
are lied the screw of the crutch should be loosened, and 
the knees brought together. Il is important not to lie the 
sutures too tight. The ends of the sutures should be left 
long, say two inches. The patient's knees are tied together, 
and she is put to bed. No T-bandage should be used. 




Fig. 37-— IlACEDoaN's Nbedles. 

When rupture has involved the sphincter ani, the raw 
surface to be made is shown in Fig. 38. 

In this figure A, B, and C are the same points as in 
Fig. 34, D and E correspond to the extremities of the torn 
sphincter. F indicates the apex of the triangular interval 
in the front of the rectum caused by the rupture of the 
sphincter. Incisions as before are made along the lines 
A B D and ACE; in addition, an incision is made from 
F to D, and F to E. The mucous membrane is then 
dissected ofif the whole surface marked out. The chief 
difference from the former case is in passing the iirst suture 
— the " purse-string " suture. It is passed buried completely 
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3. The sutures are not completely buried, but appear U 
the bottom of Ihe wound to the extent shown by the bla< 
lines below B and C in Fig, 40. 

The patient being in the lithotomy position, the reel 
vagind septum is spht by scissors entered at the point % 
at one side, and carried across to the F at the other stdi 
From the point F to C on each side an incision ninnin 
forwards and a httle outwards is also made with the s 
the length of it is about an inch. Similarly, incisions s 
made about j inch long, running backwards and outwar 



£ Redum 

Fig. 39. — Lines of incision in Mt. Tail's operatiiiLi for raptured 



peiineom (Law: 



1 Tail). 



from F to E on each side. Fig. 39 shows the lines of 
incision. 

The shallow trenches resulting from the original in- 
cisions are gradually deepened by the scissors (working in 
a direction at right angles to Ihe general surface of the 
perineum), till the points F can be raised with pressure 
forceps upwards, and approximated in the middle line ; a 
triangular flap is thus turned upwards and inwards on each 
side. Similarly the points D are drawn downwards (the 
patient being in the lithotomy position) and inwards, so as 
also to lie close together in the middle line. 
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The resulting raw surface is shown in Fig. 40. A B C D 
is the boundar)' of it towards the vagina. The sides in the 
figure are the edges of the skin. Fishing-gut sutures are 
passed either with a curved needle in a handle, or with 
an ordinary surgical needle held in a needle-holder. The 
dotted lines indicate the extent to which the sutures are 
buried beneath the raw surface ; when the sutures are tied, 
Mr. Tait claims that a sort of flap valve is formed towards 
the vagina and rectum respectively. The sutures are left ii 
for a fortnight. 



Fig. 40, — Raw surface ami position 
for ruptured perineu 



f sutures in Mr. Tail's operation 
I (Lawson Tail), 



The vagina is washed out daily with a weak antiseptic . 

I have now tried this operation in several cases. I had 1 
read the description of it some years ago ; it was, however, a 
description without figures, and I did not understand from | 
it the exact modus operandi. The figures, however, make I 
the description plain. The result in each of my cases has j 
been so satisfactory, that, as long as the operation is 
lowed by similar results, I shall certainly prefer it to thai 
described on pages 110-114. 
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Often so complete is the union that the knots are buried 
in new tissue, and it is necessary to break through about 
^ inch of intervening tissue before they can be reached. 
It may be added that the time occupied by operating 
according to Mr. Tait's plan is very much less than is 
required for the older operations. 

I was particularly impressed with the good result obtained 
by this method of operating in a recent case of mine, where 
there was a prolapse of the rectal mucous membrane, form- 
ing a swelling outside the size of a small egg. 
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CHAPTER VII. 

Diseases of the Vagina. 

Vaginitis. 

Inflammation of the vagina may be local or constitutional — 
ihat is to say, it may be due to strictly local causes, or it 
may occur as a complication, a mere subordinate part, of 
some condition affecting the whole system. 

Varieties. 

Vaginitis may be : — 

Specific, i.e., due to gonorrhcea ; or 

Simple, /'.«., not gonorrhoeal. 

Simple vnginilis may be due to any of the following local 
causes : — 

1. Mechanical injury produced by foreign bodies (hair- 
pins, pieces of sponge, ill-fining pessaries, etc.); excessive 
coitus ; dif ficult la bour — in this case more or less sloughing, 
with perhaps perforation into the bladder or rectum, is not 
uncommon. 

a. Irritating discharges, e.g., the dischaiges in cases of 
uterine cancer, or the lochia after delivery. 

3. Vaginal injections used too hotj or of too great strength. 

As examples of constitutional states in which vaginitis is 
likely to arise as a subordinate complication may be men- 
tioned : — diabetes, alcoholism, specific fevers, diphtheria. 

Further, in old age vaginitis is liable to occur, usually 
witliout other apparent cause, so ihal we speak of a "senile 
vaginitis," 
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Again, during pregnancy and fitenstruation, vaginitis is 
likely lo be set up by slight causes, which often cannot be ^ 
discovered. 



Acute Vaginitis. 

Symptoma. — The patient complains of :— 

A sense of heat and throbbing in the vagina. 

Pain in passing water, and frequent desire to pass it. 

Often also of pain in walking, if there is co-existing 
vulvitis. 

A greenish-yellow discharge. 

A sense of general malaise. 

Physical aigns.— If there is vulvitis as well {as is usually 
the case), there will be the appearances described under 
Acute Vulvitis. 

Great swelling, redness, and perhaps excoriation of the 
external parts. 

Tenderness on attempting to pass the finger into the 
vagina. 

If a small speculum can be introduced, the vaginal 
mucous membrane will be seen to be red and raw-looking, 
and secreting a greenish -yellow discharge, perhaps slightly 
blood-stained. The vaginal mucous membrane feels hot, 
and is greatly swollen, but its ruga; are not obliterated. 
The urethra will be found swollen, and pressure along it 
will probably cause pus to exude from the meatus. 

The thermometer may show slight elevation of tempera- 
lure. 

Such are the characteristics of an acute vaginitis, whether 
simple or specific (gonorrhceal), and it is important to 
notice that we cannot yet distinguish between simple and 
specific vaginitis. 



ACUTE VAGINITIS. 

On this point, viz., as to the possibility of identifying any 
given discharge as gonorrhceal, I have consulted Dr. Klein, 
who has kindly sent me his opinion, with pennission to 
publish it. 

19, Eakl's Court Square, S.W. 
Hmiember \<,th, 1889. 

Mv nEAR Dr. Lewers, — 

As JDU no doubt are nware in aJl metiers of diagnosis of 
the characier of the morbid products, namely, whether specific or not, 
there are two methods in use: — (l) the morphological nnd cultural 
charactets of the microbe which is present in the morbid products and 
ii ihe cause of the specific disease ; nnd (2) the experimental lest, in 
which the diiease can be reproduced in the living by inoculation or 
otherwise of the materics morbi. Now, as regards ihe diagnosis of tlie 
gonorrhteal character of a discharge, the " gonococcus " occurring in 
such discharge, but not in others, bos some definite cultural characters : 
f.g., it grows only on serum ; it does not grow on gelatine, not on 
potato, not on agar-mixlurc ; it does not grow at temperatures below 
32° C. If, then, in any discharge, diplococci in groups can be found, 
particularly if enclosed within the pus-cells, and if these diplococci can 
be found to conform to the above-named exclusive mode ot growth, the 
diagnosis of gonorrhon is probable ; Ihe muqihological characters, 
I'.ft, the size nnd aspect and distribution of the coed in the pus, as 
seen under the microscope, are not exclusive, since also some ordinary 
pus-cocci look like the gonococci. 

As regardi the experimental test, unfortunately all animals that have 
been tried have iwoved themselves refractory lo inoculation with 
gonorrho^al pus. This test, if possible, would, of course, at once settle 
Ihe mailer. Do^, cats, rabbits, horses, monkeys, have been tried, 
both the conjunctiva and the urethra having tieen inoculated with 
gonorrhceal discharge ; but no result followed. 

Although Ihe gonococcus has, as staled above, some definite cultural 
characters, these ate not easy of demonstration, except lo an expert 
bacteriologist. I doubt whether to any ordinary pathologist this test it 
*1 all attainable ; and since the only reliable t«3l, namely, experiment 
on animals, is in the cose of gonorrhcea out of question, there is, as you 
uy, no easy or very definite diagni^ts possible. 

1 hope this statement is what you wanted, 

Kver yours faillitully, 

E. KLEIN. 
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An acute vaginitis runs its course in ten days_ or a 

fort night, and either gels well or lapses into a chron ic 
stage. ~ "^ 



Chronic Vaginitis. 

Vaginitis may be chronic from the first, as, for example, 
in the senile variety ; or chronic vaginitis may be the sequel 
o f an acut e attack. 

BymptoniB.^There may be slight itching or sense of 
hea t in the vagina, and slight smarti ng on passing water ; 
often, however, the patient complains of little except that 
she has a yello w discharge. 

Signs.— The speculum shows the mucous membrane to 
be redder than normal, and wc see the discharge. In old 
people the mucous membrane is often seen to have become 
smooth, the rugse having been obliterated. There is little 
or no icndeme.ss. 

Variation in the distribution of vaginitis. — Whether 
the inflammation be acute or chronic, it will be found 
sometimes that the whole vagina is affected, sometimes 
only a part of it. For instance, the inflammation may 
affect only the lower half, or only the upper half of the 
vagina ; or, again, the summits of the ridges may be 
inflamed, wliile the depressions between them escape. ■ 
Sometimes the appearance presented is that of red spots 
dotted over the surface, separated from one another by 
pale areas, " spotty vaginitis." 

Granular vaginitis is the name given to that variety 
of vaginitis in which we find the surface of the vagina 
studded with hemispherical elevations, the size of a pin's 
head. It may result from any of the other forms of 
vaginitis, but is rarely seen apart from pregnancy (Thomas). 
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The elevations referred to are said to \te hypertrophied 
mucous glands. 

Ulcerous vaginitia.— Sometimes we find ulcers on 
the vaginal walls in cases where we have no reason for 
suspecting the presence of syphilis, as in the following 
instance: — 



J. R., sii^le, age 35, cane lo Ihe London Hospital, August 1SS6, 
complaining of pain across the lower abdomcD, a sense of soieness in 
ihe vagina, and of a whitish-yellow dischirge. There was no hisloiy 
of syphilis, nor any sign of it. On eia[Dia.itioD the hytaen was found lo 
be torn. Through the speculum two ulcers were seen at the upper end of 
the vagina, one on the anterior and one on the posterior wall ; Ihcsc 
were kbout i inch tiy ] inch in extent, and there were one or two 
nnaller ulcers. She was given lead lotion as an injection, and genenl 
tonic treatment. Novemtx^ 3rd, ulcers much as before described ; she 
was given S gis. of iodide of potassium thrice ddly for the next four 
monlhs. In April 1SS7 the following note was made : " There is a 
■emieireular ulcer, depressed iV inch, with a sharply defined edge on 
the anterior lip of ihe cervix, and a similar but rather triangular ulcer 
on the right lateral fornix, its largest side about an inch long. The 
twse of this ulcer is diy aitd yellowish.'' The iodide of potassium wai 
omitted, and she was given an injection of glycerine of subacelate of 
lead. A month later the patches hod healed, the situation they had 
occupied being puckered and a little depressed. 



Complications.^ An acute vaginitis, particularly if due 
to gonotrhoia, is likely to be complicated by urethritis and 
cystitjs ; and the inflammation may also extend from the 
v^na to the cervix, thence 10 the body of the uterus, and 
so along the Fallopian lubes to the pelvic peritoneum ; 
thus we may have cervical endometritis, endometritis, of the 
body of (he uterus, salpingitis, and pelvic peritonitis, all 
resulting from an acute vaginitis. There will also, almost 
certainly, Iw vulvitis, often also £( bscess of the ducts of 
Bartholi n's glands . Further, buboesmay occur on account 
of the vulvitis. 
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In cases where the inflammation has spread to the pelvic 
peritoneum, the fimbriated ends of the Fallopian tubes will 
almost certainly be sealed up, so that no trace of the fim- 
brias remains, the outer end of each tube having become 
permanently adherent to the corresponding ovary. When 
this happens on both sides (as it usually does when it 
happens at all), an incurable sterility is necessarily pro- 
duced. 

Treatment. — In acute cases ho t hip baths and rrat in 
bed for the first few days, with vaginal injections of warm 
water, or barley water, with some laudanum (5j. to Oj.), 
may be advised. A smart saline p urge will also be useful. 
As the acute stage subsides, astringeiit lotions may be 
used, beginning with glycerine of subaceUte of lead (5ss. to 
Oj. water), followed later by alum, tannic acid, or sulphate 
of zinc (3j. to Oj. water). An injection of sulpho-carbolate 
of zinc (5ij. to Oj.) is also useful. If there is pain on 
micturition, this may be relieved by drinking barley water, 
and taking a mixture containing tincture of hyoscyamus and 
bicarbonate of potash. In chronic cases we may proceed 
with the astringent applications enumerated from the first. 
In many cases after apparent cure the case relapses, when 
treatment has been left off; again, many cases do not 
improve in spite of suitable treatment ; this is often because 
the patient does not use the vaginal douche in an effectual 
manner. Vaginal douches are best given by means of the 
hydrostatic douche tm, fitted with india-rubber tubing and 
a glass vagina! pipe (see Fig. 41). 

It is often an advantage in subacute, or chronic, cases to 
make applications to the vaginal mucous membrane, once 
or twice a week, througli a Fergusson's speculum, 

I have found the following method useful : — 

Pass Fergusson's speculum, and- pour in warm corrosive 
sublimate solution (i-iooo). Manipulate the speculum 




at sexual intercourse. Coitus may thus be either rendered 
diiEcuIt, or impossible. Sometimes merely touching the 
vulva is sufficient lo cause the spasm, In bad cases the 
spasm extends to the muscles of the body generally. 
Vaginismus may be either primary or secondary. 

In primary vaginismus no local cause can be discovered 
to account for the condition. The disease is, in fact, a 
neurosis. 

In secondary vaginismus some local cause is present 
On examination we iind some one of the following con- 
ditions :— 

Fissures in the neighbourhood of the vaginal orifice, e.g., 
in the fossa navicularis. 

An inflammation of part of the hymen. 
A urethral caruncle. 
Vulvitis, or vaginitis, or both. 
Little ulcers round the vaginal orifice. 
All these conditions may occur without causing vagin- 
ismus. It is only when the pain caused by touching the 
diseased part is so severe as to set up spasm of the 
muscles round the vaginal orifice, that we call the con- 
dition vaginismus. 

The subjects of it are usually of an emotional tempera- 
ment. 

Treatment. — In secondary vaginismus we endeavour to 
remove the cause. Vulvitis, vaginitis, and urethral caruncle 
are lo be treated as advised elsewhere. If there is a fissure, 
the patient should be placed under the influence of an 
anfesthetic, and the vaginal orifice forcibly dilated with the 
fingers, or by means of vaginal dilators. If little ulcers are 
present, they should be touched with the actual cautery ; 
this may cure them, but in some cases they reappear. In 
primary vaginismus forcible dilatation may be tried, but with 
only a very moderate expectation of a cure resulting ; in 
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some cases even the degree of dilatation incidental to the 
birth of a child fails to cure. Sometimes primary vagin- 
ismus disappears spontaneously. 

In all cases of vaginismus there is dyspareunia (pain on 
coitus) ; but dyspareunia is not, in all cases, accompanied 
by vaginismus. 

I have seen two moderately severe cases of dyspareunia, 
accompanied by vaginismus, cured by dilating the vaginal 
orifice. In these two cases no cause for the dyspareunia, 
other than the vaginismus, could be discovered. 



TUMOUKS OF THE VaGINA. 

All tumours originating in the v^ina are rare, and we 
need do no more than mention that the following may be 1 
met with : — | 

Cysts, usually found on the anterior wall of the vagina, , 
and about the size of a walnut. They contain a clear 
yellowish fluid. Sometimes the fluid is of a brownish 
colour, suggesting that the origin of the cyst may have 
been an extravasation of blood. 

I recently saw a case where a cyst of the anterior vaginal 
wall, about the size of a duck's egg, was present as a 
complication of pregnancy at rather more than the eighth 
month ; it projected outside the vulva. As it seemed not 
unlikely that it might occasion some trouble at the confine- 
ment, it was decided to treat it at once by incision and the 
application of pure carbolic acid to the lining membrane of 
the cyst. The interesting point is that this trivial operation 
seemed lo bring about labour, as this came on two days 
afterwards. Both mother and child did quite well. The 
■ase shows that even the -slightest operations on the vagina I 
during pregnancy should be postponed, at all events, to a J 
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late period, when, if labour should come on, the child would 
be likely to survive. 

Fibroid tumours of the va^na. — These are very rare. I 
' happen to have met with one case." The tumour was 
situated (as they generally are) on the anterior wall. 

Primary ma/ignant disease. — Either carcinoma or sar- 
coma may affect the vagina. More frequently, when there 
is malignant disease of the vagina, it is secondary to malig- 
nant disease of the uterus. 

Aij^ess of the vagina. — Abscesses due to a suppurative 
pelvic celluhtis, or a suppurating hfematocele, often open 
into the vagina (see case of S. J., in Chapter XIV., for 
example). But the course of events there is plain. Here 
it is only intended to mention abscesses that have not 
originated, as far as can be ascertained, from any of the 
ordinary conditions causing pelvic abscess. 

The following case will illustrate what is meant :— 

Surah C, age 29, manied twelve ycnrs, six cWldren, the last Ixirn 
November 30t1i, iSSIJ ; five miscarriages, the lant three years ago ', was 
admilled to the Londoa Hospital on Januaiy 30th, 1SS9, on accouot 
of a luraoui in the vagina. 

At [he last conhnement but one the child w.is iitillbom, and at the 
last confiaemenl only lived (orty-eighl hours. Chloroform was given on 

About four months ago she felt a lump about the size of an egg in 
the front passage ; she says il came suddenly ; she was standing up 
when she first noticed il ; she experienced great pain at the lime and 
felt faint. 

Her lost eon finemenl was an extremely difficult one ; she was attended 
by Dr. Waller and Dr. Turtle, who found a lump in the passage 
□balnicting llie descent of the child. 

Pnant slatc—Aliiisminal exaniiHalien.—IVve is a hard body to 
be felt in the hypogastriuot in the middle line about on a level with 
the brim of the pelvis. This was shown by subsequent 1 
to be the uterus. 

* LanJaH Oisidricai Secitly't Traumtlitiu, vol. xxix. 
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Vnginal tJ:aniinalioa.~Oa mspeclion a convex smooth lump is 
seal jiisl within the orifice of the vagina. It is found to lie beneath 
Ihc mucous membrine of the posterior vaginal wall. The lump ex- 
Undi up almost as far as (he finger can reach, forming a mass between 
the rectum and vaginn at least li inches thick. The lowest part of 
Ihc tuniiiuT extends to within an inch of the vaginal orifice. Every- 
where Ihc vaginal mucous membrane over the mass has its normal 

The uterus can with diRiculty be reached ; it is very high up, and 
quite separate from the tumour, though pushed up by il. There are 
numerous cicatricial bands in the upper part of the vagina (no doubt 
due to the difficult delivery already referred to}. 

The lower end of the mass has some mobility, but the anached 
part il filed. The tumour appears to spring from the right side of 
the pelvis bclwcen the vagina and rectum, and it reaches almost lo 
the led side. 

As regards cuosisleDce the lump is hard in parts, ami in parts 

The case was seen by many observers, among others by Dr. John 
Williams and Dr. Herman, and the general opinion was that the 
tumour was a malignant one. 

She gained 61b, in weight between February 7th and March aist. 

On the latter dale a trocar was inserted into the tumour (which 
wai exactly in the same condition as firr,! described), and about on 
dunce of yellow pas, free from any smell, came out. 

On Mank a$tA.—A trocar was again inserted, and after two un- 
SQceessfuI attempts, the abscess cavity was found. A director was 
now poised alongside of the cnnula, and a bistoury guided along it 
then made an opening large enough lo admit the finger. Two yellow 
lumps atiauC the site of half a waluul camt out of the cavity besides 
a small amount of pus. The lumps had the consistence of recent 
blood-elol, but they were yellow. Tlie cavity having l*!^" washed 
out with iodine water, a drainage lube about three to four inches 
long was inserted, the lower ends of the lube being stitched to the 
edges of the opening. 

The wall of the abscess was remarkably thick, so thai some 
dilficully was met with in acliully reaching the cavity with the 

The patient did c]uilc well, and went out on April a7lh, 1 examined 
her in November 18S9 ; there is thickening in the position occupied 
by the abweu. She is quite well in herself. 
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An abscess may also form occasionally between the 
anterior vaginal wall and the urethra; and it may open 
into the urethra. I have mentioned a case of this kind in 
Chapter XVIII. 

Treatment. — In the case of vaginal cysts, the treatment 
is to cut out a piece of the cyst wall, and apply pure car- 
lx)lic acid, or tincture of iodine, to the interior of the cyst. 

Fibroid tumours may be dissected out entire, as in my 
case referred to above. 

When there is reason to think that malignant growths 
found in the vagina are the primary and only ones present, 
and their situation is such as to admit of their removal 
without much risk, this may be done. 
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CHAPTER VIH. 

Prolapse of the Vagina. Prolapse of the Uterus, 

Prolapse of the vagiaal walls This is an exceedingly 

common condition. Either the anterior vaginal wall alone, 
or the posterior vaginal wall alone, may prolapse ; or both 
may come down simultaneously. 

Prolapse of the anterior vagina/ wail is called cys/ocele, 
because the attachment of the bladder to the anterior 
vaginal wall is so intimate, that when the latter prolapses 
the bladder must descend at the same time. 

Prolapse of the posterior vaginai wall may or may not 
be recloeele, because the attachment between the posterior 
vaginal wall and the rectum is not so intimate as that 
between the anterior vaginal wall and the bladder; it is 
possible for the posterior vaginal wall to prolapse without 
carrying a pouch of the rectum with it. 

When the vaginal walls prolapse, more or less secondary 
prolapse of the uterus occurs as a consequence, as will be 
explained further on. 

Prolapse of the uterus. Procidentia. — By this is 
meant that the uterus occupies a lower position than 
natural. 

As regards degree, when the uterus has partly, or wholly, 
passed the orifice of the vulva, the case is called one of 
" proeidentia." 

When the uterus, though lower than normal, still 1 
wholly within the vagina, the case is one simply i 
ptolara 
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force acting in the direction of the arrow will tend to cause 
descent of the uterus. Now, the force aaing in the direc- 
tion of the arrow may be 

Increased weight of the uterus, due, for instance, to fibroid 
tumou rs in its walls ; or it may be 

Traction on the uterus from below, as when the vaginal 
walls are prolapsed, and tend to drag the uterus after 
ihem ; or, again, force in the required direction may be 
produced by 

Increase of the general intra-abdominal pressure, such as 
occurs in all acts of straining. 




Fig. 43. 

Obviously, any of these causes will act to greater advan- 
t^e if the tissues round the uterus are in the lax condition 
natural to them after la bour. 

Rupture of the perineum only facilitates prolapse ; it is 
not an exciting cause. The late Dr. Matthews Duncan 
compared descent of the uterus in cases of prolapse to 
descent of the head in the second stage of labour, after 
the OS is fully dilated. In the latter case an intact peri- 
neum does not prevent the birth of the head; time only 
is needed, if there are good pains, for the perineum to 
stretch sufficiently to allow the head to pass ; and so it is 
in cases of prolapse of the uterus, — an intact, unruptured 
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perineum only delays the descent of [he uterus ; lime is 1 
required for the perineum to stretch ; but given this, it will 1 
do so, and the uterus pass out, just as the head does in I 
laijour : the motive power in the latter case being the I 
uterine contractions ; whereas, in cases of prolapse, it is 1 
some one of the three causes given above, as producing 
force in the direction of the arrow in the diagram. 

Etiology of prolapse of the va^iiiEtl walls. — Similarly, 
rupture of the perineum only facililaks prolapse of the 
vaginal walls, the only essential exciting cause of their pro- i 
lapse being increased intra-abdominal pressure, as, for i 
example, during muscular efforts. Other predisposing I 
causes of prolapse of the vagina are, in the case of the \ 
anterior vaginal wall, an habitually full bladder, and, ir 
case of the posterior vaginal wall, an habitually overloaded 1 
rectum. Most cases of prolapse of the uterus are secondary [ 
lo proiapsc of the vaginal walls. 

Symptoms and diagnoBlB.~The symptoms are often 1 
slight and unimportant ; there is usually more or less 
" bearing d^n " and feeling of weight in the pelvis . 

But in extreme cases, where the whole uterus and its 
appendages lie outside the body in the inverted vagina, 
the patient often complains of little, except the incon- 
venience of haying a big lump be tween her legs. As the i 
late Dr. Matthews Duncan pointed out, this fact (which 
any one can verify for himself, as the cases arc common 
enough) makes it very hard for us to believe that grave 
symptoms can be caused by comparatively slight displace- 
ments of the uterus, for in this, the greatest of all I 
displacements, symptoms are usually so slight. 

Some difficulty _in e mptyi ng thebhdder is another 
symptom often met with. 

The patient has not uncommonly found out for herself 
that she can manage better when she presses the lump up. 
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It is remarkable ihat in cases of procidentia, contrary to 
what we sliould expect, menstruation is not usually ex- 
cessive. 

As regards diagnosis, this is usually at once obvious. 
When there is a moderate prolapse of the anterior vaginal 
wall, it might possibly be taken for a cyst or other tumour 
growing in the anterior vaginal wall ; but any doubt can at 




Fig. 44,— Complete Procidcniia Uteri (Winckel), 

The dolled line Iniiicates ihe posiiloa of the body of the uterus. 
Note ihe Eomewbal cicscemic ulceration posteriac to the os uteri, 
llie policnl is lying on her left iiide. 

once be cleared up by passing the sound into the bladder, 
and being able to feel the point at every part of the swell- 
ing, with only the wall of the bladder and vagina between 
the sound and the finger. 

In cases of procidentia, the presence of the oa uteri 
makes the nature of the case at once evident Often 




[here are extensive ulcerations on the inverted 
walls from the friction against the clothes (Fig. 44). 

On passing the sound into the uterus it usually passes aJ 
good deal farther than the normal distance, often fourtO' 
four and a half inches. The elongation is partly dm 
to hypertrophy of the uterus, but most of it is due 
stretching. 

The usual order of events in cases of procidentia I 
been, first, prolapse of the vaginal walls, which causes 
traction on the cervix at [he vaginal reflection. Now the 
uterus does not descend freely under the influence of this 
traction ; it is for a time held back by the broad ligaments, 
and utero-sacrat ligaments. In time, however, these stretch 
to an extent sufficient to allow the whole uterus and its 
appendages to lie outside the vulva. The only limit to the 
descent of the uterus is the degree to which the walls of the 
inverted vagina will stretch. 

On this factor it depends whether, in cases of procidentia, 
the whole uterus lies outside, or only part of it ; if the 
vaginal walls are short, so [hat, when completely inverted, 
the vagina forms a bag of little depth, and the uterus is 
large, the sound passing four and a half inches or more, 
then there will not be room for the whole uterus in the bag ; 
if, on the other hand, the vaginal walls are long, or the 
uterus small, the bag formed by the inverted vagina will 
contain the whole uterus. 

Treatment. — In slight cases, either of prolapse of the 
uterus, or of prolapse of the vaginal walls, a ring pessary of 
suitable size is all that is needed. In bad cases, such as 
cases of procidentia, a ring is not usually retained. The 
condition that must be satisfied for a ring pessary to suit 
the case is, that the vagina be narrower below than it is 
above ; if either on account of rupture of the perineum, or 
by stretching of an unruptured perineum, it has come about 
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thai the vagina is as capacious below as it is above, it prac- 
tically forms a cylindrical cavity, like a cylindrical jar open 
at the bottom, and a ring that will just go easily into the 
top has nothing to prevent it falling out at the bottom. It 
will be noticed, when a ring is being inserted, that it is 
compressed, so as to pass it by artifice through the narrow 
vaginal orifice ; now, so long as the vagina is normally 
capacious above and narrow below, force has to be exercised 
to make it come out, force that either compresses the ring 
or dilates the orifice ; if no such force is in operation, or 
if the force in operation is insufficient, the ring is retained 



L # 



Fig. 45.— Ring pessary, marie of *ntch spring covered with iiidia- 
nibbet. In Llie figure it ia seun compressed between the finger and 
thumb, as when about lo be introduced. It is important to keep it 
compressed till it hits passed the orifice of tlie vagina, and also to 
pass il well liacliHanU. A ring pessary may be lefl in Toe three 
months at a time, the patient using douthcs night and morning. 

and keeps tip the prolapsed parts. Hodge's pessary may be 
used for prolapse in the same class of cases as the ring, but 
it possesses no advantages over the ring. 

For those cases in which a ring pessary, or Hodge's 
pessary, are useless, the patient has a choice of two things — 
either she may use a cup and a stem pessar y (Fit;. 46), which 
takes its support from a waist-belt, or she may have the 




Fig, 4G. — Cup and stem pessary (vulranite), with bands for al 
to the waist-bell, seen in the next figure. 

The patient lakes out this pessary at bedtime, and washes i 
placing it in Ihc morning when she gets up. 




Fig. 47. — The waUt-bell, with the bands seen in the preceding 
figure fastened to it. Two fasten behind, and two in front ; only llie 
last two can be seen in the figure. 



No plastic operation will 
matter how complete tbt; 



( cases of procidentia ; 
:ess of the operation n 



TREATMENT OF PROLAPSE. 



139 



appear at llic time, unless the patient wears a pessary, t/ie 
displacement will most probably return as badly as ever. If, 
however, she wears a ring, a permanent condition of comfort 
is obtained. 

The best plastic operation of the kind referred to is that 
known as posterior colporrliaphy. The patient being in the 
lithotomy position, a triangular piece of mucous membrane 
is removed from the posterior vaginal wall. The base of the 



ic leptesentaiion or raw suFiace to ue made • 
in the operation of poilerior colporrhnphy. 



Fig. 48. — niagram: 
the posterior mgitml w 

triangle is, of course, al the junction of the posterior vaginal 
wall with the skin of the perineum, and the apex is high up 
ihc posterior vaginal wall, not far from the cervix. Stitches 
are then passed so that the raw surface A B IJ is in apposi- 
tion with the raw surface A C D. The effect will clearly be 
n considerable narrowing of the lower half of the vagina. 

In some cases where there is a very considerable prolapse 
of the anterior vaginal wall, and little or no prolapse of the 
posterior wall, the area of the prolapsed wall will usually 
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need to be diminished by a plastic operation before a salis- 
faclory result can be obtained. For in ■such cases the pro- 
lapsed wall will project past any pessary, or through it, and 
so appear externally. 

Alexander's operation. — This operation, shortening 
the round ligaments, has been recommended ([) for pro- 
lapse of the uterus, (2) for retroversion of the uterus. 

As regards doing this for retroversion, we shall see in the 
chapter on Versions and Flexions that retroversion is only 
of importance (a) as a part of prolapse, and {b) when the 
retrovcrted uterus is incarcerated in Douglas's pouch. 

Both these conditions can be remedied by the use of a 
suitable pessary (usually the watch-spring ring), the uterus 
being first replaced by the sound. If a vaginal pessary 
will not stop in, on account of wideness of the lower part 
of the vagina, this can be remedied by artificially narrowing 
the lower part of the vagina by a plastic operation. 

As regards Alexander's operation for prolapse of the uterus. 
Take for the sake of argument an ordinary case of pro- 
cidentia uteri, where there is a large mass outside the vulva 
— in such a case the sound passes four or five inches. The 
fundus of the uterus is no doubt to a greater or less degree 
below its normal level in the pelvis, for it may be outside 
the vulva in the inverted vagina. Still, supposing the 
fundus of the uterus to be pulled up to its normal position 
by shortening the round ligaments (drawing them up through 
the inguinal canal, fixing them there, and cutting olT the 
superfluous portions), this will not alter the fact that the 
uterus is four or five inches long. Therefore, though the 
fundus may be at its proper level, the cervix will still be 
low down, and the vaginal walls will still probably protrude 
outside the vulva ; the operation, therefore, is far from 
being a complete remedy for the condition. 

By far the strongest argument against doing this opera- 
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tion, however, is its danger. The conditions, for which 
the operation is suggested, have no tendency to shorten 
life, and at most make the patient uncomfortable ; more- 
over, several harmless methods of treatment that will secure 
the patient's comfort are at our disposal. For these reasons 
I have never felt justified in recommending a patient to 
have the operation performed, and have never done it, I 
myself know of two cases ending fatally, one in two or 
three days after the operation. 




Table showing the Etiology of Prolapse of the 
Uterus and Prolapse of the Vaginal Walls. 

Prolapse of the nteruB. 

Exatiiig iause. — Force acting in direction A li in the 
diagram, page 133, which may be either : — 

I. Increase of the general Intra-alklominal pressure, 
a. Traction from below, as by the prolapsing vaginal walls. 
3. Increase of the weight of the uterus. 
Prcdhpoiing causes : — 
Rupture of the perineum. 
Relaxation of the soft parts by recent labour. 
Absorption of fat from the soft parts in the pelvis in 

old age. 
Laborious employments, chronic cough, etc. 
ProlapBe of the vaginal walls. 

Exciting cause. — Increase of the gcjieral intra-abdominal 
pressure. 

Predisposing causes : — 

Habitually full bladder (the presence of a small ovarian 
tumour acts similarly ; see Chapter XVI. for an 
instance of this). 
Habitually loaded rectum, in addition to the predis- 
posing causes of prolapse of uterus given above. 




Inflammation. 
Cervical endometritiB. Corporeal endometi-itis. — 

Inflammation may affect the mucous membrane of the 
cervix only, when it is known as amical tndomttritis ; or 
it may affect the mucous membrane of the body of the 
uterus, and it is then called corporeal endometritis. 

Chrvical Endomktritis, 

Etiology, ^Th is disease is much commoner in women 
who have had children than in nulhparie, the starting-point 
in most cases being injuries inflicted on the cervix during 
labour. In such cases the whole thickness of the cervix 
is necessarily more or !ess involved in the inflammation, 
whereas, in the cervical endometritis of nulhparE, the 
indammation is more strictly h'mited to the mucous mem- 
brane. 

Predisposing causes are those which predispose to inflam- 
mation of mucous membranes in other situations, such as 
the strumous, rheumatic, or gouty constitution. 

Exciting causes are : — 

I. Injury, either during labour, or at some other time, 
by the use of instruments, the sound, tents, etc. 

a. Extension from vaginitis, simple or gonorrhceal. 

While there is no doubt that this extension often occurs, 
it is very striking to observe how a purulent vaginitis will 
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sometimes remain strictly limited to the vagina, the secre- 
tion in the os uteri remaining typically healthy ; and this, 
although the vaginal portion is lying constantly in a pool 
of pus. 

3. Cold, especially during a menstrual period. 

Symptoms. — -The only essential one is the presence of 
a discharge " which attracts the patient's attention. There 
may be many other symptoms present in the case due to 
associated morbid conditions, but the only symptom caused 
by the cervical endometritis itself is a discharge. 

Normally, the secretion of the cervical glands is clear 
and viscid, like unboiled white of egg ; when there is 
cervical endometritis, this secretion changes its character, 
and becomes either (a) opaque and while, in cases of slight 
catarrh j or (*) opaque and yellow, if the inflammation is 
more severe. 

Diagnosis. — -This is made by passing a speculum, and 
observing the character of the secretion within the external 
OS. Often some opaque-white viscid discharge will be seen 
in the vagina, when the secretion just within the external os 
is healthy, i.e., transparent. It seems to be the case that 
when the healthy secretion of the cervical glands lies in the 
vagina it becomes opaque. Our diagnosis of cervical en- 
dometritis rests on the kind of secretion actually within the 
external os. If this be opaque and white, there is catarrh 
of the cervical mucous membrane ; if opaque and yellow, 
the inflammation is more severe. 

If the thickness of the cervix is much involved in the 
inflammation, the finger notices increased size of the vaginal 



• The lenn " leuconhoea *' is often osed in decribing this iymplom. 
Etymologically, of course, it ought to mean t while discharge, but 
practically it has came to be used rather loosely, and 10 mean a white 
or yellow discharge, II is belter, therefoic, not to use it, but [stliei 
the English adjective describing the actual discharge. 




portion, and, in chronic cases, induration of it. Li 
prominences, the size of shot, are often to be fell not o 
immediately around the external os, but also on the vaginal 
portion at some distance from the os. Through the specu- 
lum these are seen to have a pearly-grey colour. They are 
little retention cysts, and are called ovnla Nabothi; their 
origin will be considered further on. 

Erosion of the cervix. — In many women the speculum 
shows a red, slightly depressed area, of greater or less 
extent, immediately round the external os. This was for- 
merly called " ulceration " of the cervix, and was vigorously 
treated with various remedies. It must be admitted that 
such areas are deviations from the normal type, and that, 
in many cases at least, they may be considered as originat- 
ing in an inflammation affecting the area occupied by the 
erosion, and at the same time affecting the whole cervical 
mucous membrane. 

On the other hand, slight erosions are very commonly 
observed where we have the secretion within the external 
OS quite transparent, and therefore healthy. 

The character of this secretion must lie taken as a teat 
of their importance in any particular case. If we see a 
slight erosion, but yet have the secretion within the external 
OS healthy, we may, if we like, regard the erosion as an 
abnormality, but it certainly is not one that requires any 
treatment. If, on the other hand, the secretion is morbid, 
opaque-white, or opaque-yellow (and in such cases the 
erosion is usually of greater extent than in the cases where 
the cervical secretion is healthy), we are justified in applying 
the local treatment about to be described, and such treat- 
ment must be directed, not only to the erosion, but to the 
whole of the cervical canal as far up as, but not beyond, the 
internal os. 

Pathology of erosions.— Normally, the cenical canal is 
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lined by a single layer of culiical epithelium (riliated on ihe 
summits of the ridges, but not in the depressions between 
them). The epithelium maintains this character till within 
a. line or two of the external os. The epithelium imme- 
diately round the external os is squamous and slrutified. 
Further, it is necessary to remember that while there are 
numerous racemose glands opening into the cervical canal, 
there are no glands on the vaginal surface of the vaginal 
portion. VVhen an erosion exists, however, we find that 
over the area occupied by it there is only a single layer of 



Fig. 49.— I'apUlafy ei 



n (Schroeder). 



cubical epithelium, in place of the several layers of squamous 
epithelium normally found round the external os. 

While opinions differ as to the origin of this single layer 
of epithelium found on erosions (some thinking that it is 
derived from the glandular epithelium of the cervix spread- 
ing down over the erosion, a// the epithelium normally 
there having been shed ; others believing it to be the 
deepest layer of the epithelium of the rete Malpighii, only 
the epithelium superficial to this having gone), there is no 
doubt that the first step towards the product 




erosion is the shedding of the squamous epithelium in the 
neighbourhood of the external os under the influence of an 
inflammatory process, which at the same time is afl'ecting 
more or Itss of the cervical canal. Further, whatever its 
origin, the single layer of epithelium on erosions takes on 
a glandular function. 

VarietiGB of erosion,— These are : — 

I. The simple. 

1. The papillary or villous. 

3. The follicular. 




Fig. 50.— Follicular erosion (Schroeder). 



1. The simple is that variety where the surface of the 
erosion is only slightly granular. 

2. The papillary is that where the epithelium dips down 
pretty deeply, so as lo make the surface more or less 
villous (Fig. 49). 

3. If the entrance to the depressions between the papillte 
becomes obliterated, closed cavities are formed ; these may 
become distended by the secretion of the epithelium 
(which, as just now remarked, takes on glandular func- 
tions), and the retention cysts resulting may burst. There 
is then a follicular erosion (Fig, 50). 




together the gaping hps of the cervix with two hooks, u 
a Sims's speculum, and find that the apparent erosion has 
disappeared, if it was all eversion ; but if there was erosion 
as well as eversion, then that the extent of the red surface 
exposed has greatly diminished. 

The everted cervical mucous membrane is often in a 
state of chronic inflamniaiion, and consequently in such 
cases there is a white or yellow discharge. There is no 
satisfactory proof that laceration of the cervix in itself 
causes any other symptom except this dischai^e. 

Treatment — First we have to decide that the case 
is one where treatment is justifiable ; further, the patient's 
desire to be cured of the discharge ought to be pro- 
nounced before we undertake to treat what is, after all, 
except for the annoyance that the discharge may occasion, 
a very trivial ailment in itself; it is well also lo warn 
her, before commencing a course of treatment, that it is 
quite possible we may not be able to cure her, though 
we may pretty certainly diminish the discharge for the 
time to a great extent ; and, again, it must not he for- 
gotten that after apparent cure a relapse often takes 
place. When active treatment has been decided on, we 
pass l-'ergusson's speculum, and then ascertain the exact 
direction of the cervical canal with the sound. A solution 
of sulphate of copper " is then poured into the speculum, 
so as to cover the vaginal portion ; next we pass through 
the fluid a Playfair's probe, thinly dressed with wool, 
several limes up and down the cervical canal, not passing 
it farther than the internal os. The woo! on the probe 
takes up some of the solution each time ; the first time or 
two the copper solution thus carried up acts on the secre- 
tion in the cervical canal, coagulating it, and so rendering 

* The strength of the solution recammenilccl u i)ij. sulphate of 
copper to 3). water. 
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t easy lo remove ; afterwards any 
■ of the solution introduced 
acts on the cervical mucous 
membrane laid bare by the coagu- 
lation and removal of the secretion 
previously in the canal. This is the 
best mode of applying local remedies. 
The ordinary method of exposing 
ihe cervix as before, then removing 
the secretion in the cervical canal 
with a series of Piayfair's probes 
dressed with dry wool, and then 
applying some remedy, e.g., pure 
carbolic acid, or tincture of iodine, 
lo the canal, is less satisfactory, 
because it is impossible by simple 
mechanical means to remove the 
viscid secretion completely, and to 
ensure the remedy reaching the 
mucous membrane. 

Any one can prove this on the 
dead body, when, if [he uterus is 
cut open, it will be found difficult, 
by rubbing the cervical canal with 
wool, to get away the tenacious 
mucus. Such applications as have 
been described should be made 
twice a week for a time, and the 
patient should use hoi vaginal Kic. 

douches night and morning as well. Pi.AvitAiR's Probk. 
If this treatment docs not succeed Absorbent wool is wrapped 
in three or four weeks, we may try t'e''t'y "mM ihe tcr- 
„,. , miti«l inch or so: ihe 

a rather more severe measure, for p„^ ^ ^^^„ ^^^^ f^ 

which the patient must remain in um. 



ISO 
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bed a few days. A stick of fused zinc sulphate and alum I 
(equal parts) is passed into the cervical canal, but no fanhetr. f 
and left there to melt, the upper part of the vagina being I 
packed with tampons soaked in carbonate of soda to J 
. neutralise the acid solution as it comes away ; in three I 
hours' time (Matthews Duncan) the tampons are remove4^ f 
and a vaginal douche given; if this treatment does not J 
succeed, the case had better be set down as incurable, and I 
the patient recommended to be content to keep the dis-l 
charge from being very great by using hot douches containing 1 
some astringent, such as alum or tannic acid. 

It may be added, that though cervical endometritis i 
regarded by some as a cause of sterility, it has probably 1 
little or no share in producing it. It is a common experience ] 
to find patients becoming pregnant in whom we know 
there is a cervical endometritis. Considering how often 
labour is the starting-point of the disease, we may take ] 
it that, if cervical endometritis caused sterility, it would be l 
rather a rare thing to find a woman who had had more than I 
one child. 

Corporeal Endo.metritis. 

Etiology, — Inflammation of the mucous membrane of 
the body of the uterus due to : — 

Labour or abortion, especially if some part of tlie ovum 
or clots are left behind. 

Extension from inflammation, gonorrhceal or simple, 
lower down. 

Direct injury, e.g., by the sound, or other instrument, 
such as inlra-uterine stem pessaries, or tents. 

Intrauterine growths. — Submucous fibroids, or mucous 
polypi. 

Cold during menstruation. 
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Certain fevers. 

Old age. 

Diagnosis. — It is often impossible to say whether or not 
there is corporeal endometritis in any particulac case. 
When really present, it causes a discharge, white or yellow, 
according to the severity of the inflammation, but we only 
see this as it comes from tiie external os, and, therefore, 
we cannot be sure that it does not come bom the cavity 
of the cervix only. 

Certain features in the case may, however, incline us to 
the opinion that there is corporeal endometritis. These 
are: — 

I, A history of menorrhagia. 

3, On bimanual examination finding the body of the 
uterus somewhat enlarged and tender. 

3. Finding that the sound passed gtntly causes much 
more pain than usual, and that perhaps a blood-stained 
discharge follows its withdrawal. 

All these, taken together, point to inflammation involving 
the mucous membrane of the body of the uterus. 

In some few cases we can make the diagnosis certain by 
exploration of the cavity of the uterus with the finger, after, 
if necessary, dilating the cervix. 

In the following cases there was no doubt of the presence 
of corporeal endometritis. 

Case I. — M. W., ngcd 35. Married aixleen years ; twins a year 
after marriage ; two miscarriages, the lul eleven and a half yeart 
ago. Admitted 10 the hospital on account of menorrhagia of lifleea 
moDthl* duration. She had been under my care in the oul-palient 
deparlmenl, but had obtained no relief. On eiamination the uterus 
was found to be enlarged, and ihe lound passed four inches. The 
uterus was freely movable. The vaginal portion of the cervix was 
healthy. The cervix was rapidly dilated under ether with Hegar's 
dilators. On passing the finger into Ihe body of the uterus, soft, 
irregular projections, particularly extensive on the right side, weie 




wilh. These were Ihoroughly scraped awfly with a blunl-edgeJ spoon, 
&nd linclure of iodine applied to the inlerioi of the uterus. Portions 
of (he substance removed, on microscopical examination afterwards, 
showed 3 glandular structure; very large irregalarly shaped cavities 
lined with columnar epithelium, in a single layer, were seen in the 
sections. The temperature after dilatation remained normal. I have 
seen this patient at intervals since ; she is now regular, and does not 
lose loo much. 

This case is an example of that variety of endometritis 
called villous or fungous endometritis, localised hypertrophy 
of ihe uterine mucous membrane giving rise to irregular 
projections, or fungosilies ; hence the name. Some autho- 
rities refuse to recognise this condition as an endometritis 
regarding the condition as one produced by new growth, 
rather than by inHammatioti. 

Cash II.— S. J., Jewess, admitted to Ihe London [lospital in labour, 
ineffecluai attempts at delivery having been mide outside. Had been 
in labour from half-post two on the afternoon of May izth, 1886, till 
sin p.m., on the evening of the 13th, when I saw her. The ring of 
the Band] could be felt a hand's breadth aljove the pubes. Foetal 
heart not beard. Forceps having failed, delivery by perforation and 
cephalotiipsy. 

May 31K. — Ever since delivery there has been 1 lump to be feit 
reaching up to Ihe umbilicus, at fiisl of course taken to be the uterus, 
but latterly, as the patient ha£ had more or less fever ever since the 
conlinemedt, thought to be due, in part at least, to inflammatory exu- 
dation. To-day patient was examined on the couch, and i( was then 
found that a large wund could lie passed up to the highest point of the 
tumour in the abdomen, going in 5J inches, thus showing the luniouT 
to be the body of the uterus. The uterus was then washed out wilh 
carbolic lotion ; the fluid that returned first was very foul. 

Juiu 13/i. — To-day a yello*, leathery mass, having an intensely 
fcetid odour, two inches long by one broad, was found hanging from 
the cervix ; it was twisted olT with cervix forceps. 

Jutti 14/i. — The utenxa still being much about the size it was on 
May 3ls^ and the patient's general condition unialisfactoiy, fever 
still persisting, she was put under an anaslhelic, and the interior of 
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were lemoved by this proceeding, perhaps altogether enough (o till 
two or three tablespoons. 

From this time she improved rapidly, her higliest temperature an 
June 27lh being too", and from that liroe on quite normal. 

By July 14th, just three weeks after the scraping, Ihe uterus had 
involuted to its ordinaiy size, and the sound pa^ed the normal db- 
lince. The uterus was freely movable. 

This case illustrates endometritis of the body of the 
uterus dating from labour, and also the effect that a 
morbid condition of the endometrium may have in 
delaying involution of the uterus. It is not certain 
whether the yellow, leathery, offensive masses referred 
to were entirely clots, or whether ihey may not per- 
haps have been partly sloughs from the interior of the 
uterus, due to damage received in the very long labour. 
The membranes had been ruptured, and the OS fully 
dilated, at least eighteen hours. 

The next case is an example of undoubted corporeal 
endometritis, due to a portion of a sponge tent having 
been left in the body of the uterus for more than three 
months ; — 

Case III. — Mrs. X., the wife of a medic*! practitioner, had certain 
Bytoptoms, which indaced hei husband lo pass a sponge tent into the 
cervix on July iSth. This was lefl in for twelve hours ; it was then with- 
drawn, and a second sponge tent was inserted ; at the end of eighteen 
hours this ".catne away in pieces " ; a Ihird lent was then inserted ; afler 
it had been in place sii hours " the pain was so great that it was with- 

A few days after there was "a slight discharge of tnucous matter." 
She used a vaginal douche of Condy's fluid twice daily, and went to 
the seaside on August 3Td. 

About this time Ihe vaginal discharge increased in quantity, and 
became distinctly purulent and offensive. Menstruation began on 
August iglh, and lasted a week, the patient losing twice as much as 
usual. The nent began on September 14th, and tasted five days ; it was 
alio profuse. All this time the purulent, offensive discharge continued. 
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Soon after ihis I was asked to see the case. The utenis was a little 
ealarged, and x. little tender, and there was a purulent discharge 
escDping from the os uteri. I advised her to rest in bed and to have 
hot vaginal douches several limes a. day to see if she would get well 
spontaneously. This was tried (or two or three weeks without any 
improvemenl. Accordingly I dilated the cervix with Hegar's dilators 
till 1 could pass my finger into the uterus. I then fell something 
lying loose In the cavity of the body of the uterus. On removing it, 
I found this to be a piece of sponge, thrce-quartcri of an inch long by 
about a quarter of an inch wide. The uterus was washed out in the 
usual way. I have since heard from her husband that she made an 
uninterrupted recovery, and tluit the discharge ceased entirely within 
a fortnight. 

There seems to have been very little constitutional dis- 
ttirbance tiuring the lime the piece of sponge was in utero, 
btit there was, 1 know, a slight elevation of temperature 
on one occasion at least. I consicler the patient very 
fortunate to have survived ; no less than three sponge tents 
had been used consectitively, and a piece of one left in 
utero three months ; a good many patients so treated would 
have died of septicaemia. 

It remains to say a word on the diagnosis of corporeal 
endometritis from primary malignant disease of the body 
of the uterus. 

In the latter disease the patient is usually old, most 
cases being between fifty and sixty years of age. 

Then /Ae course of the disease will help tis ; corporeal 
endometritis runs a chronic course, and deterioration of the 
general health from accompanying menorrhagia Is only 
very gradual, whereas in malignant disease there is rapid 
loss of strength and weight. Again, in malignant disease 
of the body of the uterus, severe pain is an early and 
marked symptom ; whereas in corporeal endometritis, pain, 
if present, is much less severe. Further, whereas the 
starting-point of corporeal endometritis is often '"' 





abortion, malignant disease of the body of the uterus 
usually begins long after the menopause, and usually affects 
those who have been either actually sterile, or who have 
had only one or two children. 

Lastly, in cases of doubt we can scrape away portions 
of the masses projecting into the uterine cavity, and 
examine sections of them with the microscope. 

In the corporeal endometritis of old women the sur- 
face of the mucous membrane of the body of the Ulijrus 




Fig. 55. — Section of a grannlalion, from i 
««011i. (DC Sinflj). 
I. Stroma. 3. Dilated glands. 



case of corporeal endo- 



is smooth; sometimes there is occlusion of the interna! 
or external os; sometimes, even without occlusion, there 
is a considerable accumulation of purulent secretion, often 
intensely fcetid, in the cavity of the body of the uterus. 
This condition is known a.% pyomelra. 

Pathology. — In acute cases the mucous membrane Is 
said to be swollen, and secreting pus. 

/« ehronic cases, which are those we have most fre- 
quently to deal with in practice, there is hypertrophy of 
the mucnus meiKhrane of the body of the uterus, either a local- 
ised hypertrophy, as in Case I. above, or a general hypertrophy 



Localised hypertrophy would give the variety called 
"fungous endometritis"; in these cases definite irregular 
projections can be detected with the finger after dilata- 
tion of ihe cervix. 

The hypertrophy of the mucous membrane is said to 
affect all the elements of the raucous membrane, the 
glands, the blood-vessels, and the connective I 
Case I, (above) the glands were considerably dilated. 

Treatment. — When the genera! features of the case 
lead us to determine on local treatment, e.g., persisteni 
menorrhagia for which no other cause can be found, and 
which resists ordinary treatment by ergot, hot douches, 
etc., or recurring abortion, for which no reason can be 
found, the best practice is to dilate Ihe cerviit with 
Hegar's dilators, and examine the surface with the finger 
to render our knowledge of the case as precise as possible ; 
then, with a blunt-edged curette, to systematically scrape 
the whole of the interior of the uterine body, afterwards 
to apply carbolic acid, or tincture of iodine (pure), to the 
the whole of the surface, and wash away any excess with 
a douche of weak iodine water through the intra-uterine 
lube. This was the treatment adopted in Case I., and she 
was permanently cured. Corporeal endometritis is certainly 
a cause of sterility, or, if pregnancy occurs, a predisposing 
cause of abortion. Cervical endometritis probably has little 
or no power to cause either sterility or abortion. 

Metritis. 
ily this is meant interstitial infiammaiion of the uterus, 
inflammation of the uterine tissue lying between the 
peritoneal surface on the one hand, and the mucous 
surface on the other. Although metritis is a real con- 
dition, it cannot be diagnosed apart from the inllammation 




of the mucous surface, or inflammation of the peritoneal 
surface, of the uterus. When either of these conditions 
is present in marked degree, it may be taken that there 
is more or less metritis presem as well. The case is 
analogous to pericarditis and endocarditis in relation to 
myocarditis. 



Subinvolution of the Uterus, 

Immediately after delivery the uterus weighs about 
twenty-eight ounces. 

Under normal conditions its weight falls in six weeks' 
time to about one ounce and a half. The proce.ss by 
which this change is accomplished is known as the 
Involution of the Uterus. 

The uterus of a woman who has borne children always, 
however, remains permanently somewhat larger than the 
uterus of a nullipara. 



Differences between the Uterus of a Vircin and the 
Uterus of a Woman who has borne Children. 

The nteruB of a virgin (Fig. 56). 

Length. — Its whole length, measured externally from the 
highest point of the fundus to the external os, is about two 
inches and a half. A slight constriction, visible externally, 
divides it into two parts, nearly equal in length — ^the upper 
and slightly longer portion comprising the fundus and body 
of the uterus, the lower portion being the cervix. 

Cavity. — On coronal section (Fig. 56, C) we see that, 
in the virgin, the cavity of the body is rather shorter than 
the cavity of the cervix. 

In sh.ipe the cavity of the body is triangular, the sides 




mm- 
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of the triangle being convex inwards. The cavity of the 
s fusiform, and is marked by a longitudinal ridge, 
anteriorly and posteriorly, from which secondary ridges 
spring, directed obliquely upwards ; this arrangement is 
called the arbor intm. 

The length of the cavity of the uterus in virgins averages 
z\ inches (Barnes). 

External os. — In virgins this is either round, or trans- 
verse ; its outline is free from irregularities, and its longest 
diameter varies from half a line to two lines, .,^ to J of an 
inch (Lusk). 

The uterUB of a woman who boa borne children. 

Length. — Its whole iength externally is about three 
inches, two inches of which belong to the fundus and 
body, and one inch to the cervix. 

Cavity. — On section the cavity of the body is seen to 
be distinctly longer than that of the cervix. In shape the 
cavity of the body b more ovoid, the sides Ijeing rather 
concave inwards, than convex as in the virgin. 

The length of the cavity of the uterus in parous women 
is not less than 2^ inches. 

Extet^al w.— This is either round, or transverse ; its 
outline is irregular from the slight lacerations that occur 
physiologically in labour. The os is often large enough 
to admit the tip of the finger, and its longest diameter 
measures about half an inch. 

Etiology of aubinvolution. — The process of involu- 
tion is interfered with by any of the following causes : — 

1. Pelvic inflammation (perimetritis, parametritis), 

2. The retention of portions of placenta or membranes, or 
0/ clots, after labour or abortion. In such cases corporeal 
endometritis is likely to co-exist. (See page 151 for a very 
typical case of subinvolution in connection with corporeal 
endometritis.) 
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3. Tht presence of fibroid fumeurs of the uterus. — I have 
seen several examples of subinvolution associated with, and 
apparently due to, the presence of uterine fibroids. 

4. Passive congestion of the uterus due to getting up too 
soon after labour, and more particularly getting up too 
soon after abortion or miscarriage — the patient not thinking 
it necessary to remain in bed so long after the latter as 
after delivery at full term. 



FlO. 57, — Multipflrous Ulerut, a 



urface {Sappeyl. 



The way in which passive congestion occurs in such 
cases is as follows ; — The uterus is still lai^er than normal, 
and the tissues around It lax. When the patient gets up 
the uterus descends — -there is a certain degree of prolapse ; 
this of itself, by dragging on ihe veins in each broad liga- 
ment, causes increased difficulty in the venous blood passing 
oflf, i.e., produces passive congestion. 

The descent of the uterus is associated with some degree 




ij either alone, or combined with retroflexion ; 
and, owing to the size of the uterus, the incarceration of 
tht uterus in Douglas's pouch, described in the chapter on 
Versions and Flexions, is very apt to occur, still further 
increasing venous congestion, and retarding the process of 
involution. 
The symptoms of subinvolution ire — 
More or less heir n n i '■^■•f. 




ly (Sappcyl. 



Menorrhagia and often ilso metrorrhagia 
A yellow discharge wh ch miy be offensive. 
On examination we find the body of the uterus larger 
than it ought to be,- perhaps very much larger (as in the 
case already referred to on page ija). Very often we find 
the uterus lower than normal, and retroverted or retro- 
flexed ; and it is particularly in cases of this kind that 
n of the uterus in Douglas's pouch is commonly 
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met with. As this condition is fully described later on, it 
is unnecessary to say more about it here. Sometimes a 
polypoid mass may be found just within the externa! os. 

The sound passes an increased distance, 3J, 3^, or 4 
inches. In bad cases it may pass five or more inches 
according to circumstances. It is important to notice that 
the bimanual examination often shows that the uterus is 
larger than it should be ; that there is subinvolution, when 
the sound only passes the normal distance, or a very little 
more. Here the increased bulk of the uterus is due to 
excessive thickness of the walls, 

Before passing the sound, it is of course necessary to 
make certain that the enlargement of the uterus is not 
due to pregnancy ; as regards the history, the symptoms 
dating from a particular confinement or miscarriage will 
usually help us, and as regards physical signs, the feeling 
of the body of the uterus in subinvolution is different from 
the feeling it has in pregnancy. In subinvolution, though 
the uterus is enlarged, it feels firm and hard on bimanual 
examination ; its shape is distinc tly flattened from before 
back, although the thickness of the walls is increased. In 
early pregnancy the shape of the enlarged body is more 
globular, its outline is less definite, and it has an elastic 
feeling. 

Other signs likely to be present in pregnancy, such as 
purple discoloration of the vaginal mucous membrane, and 
of the vaginal portion of the cervix, and softening of the 
cervix, will also aid us in diagnosis. 

Treatment.— /V!Wc«/('w treatment. — When we look at 
the etiology of the disease, wc see at once that it usually 
arises from preventable causes. Thus, as regards pelvic 
inflammation occurring after labour or abortion, we know 
that this is usually, if not always, of septic origin, and more- 
over in most cases the septic element is introduced by dirty 
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hands, finger-nails, or instruments- — careful regard to anti- 
septic principles in midwifery practice is therefore of the 
first importance. Thb is more fully discussed under Pelvic 
Peritonitis. 

Careful attention to see that all the placenta and mem- 
branes have come away is another element in the preventive 
treatment of subinvolution. Again, it is well to give ergot 
for a week after labour as a matter of routine in all cases. 
The patient should be advised to suckle, in the absence of 
any strong reason to the contrary. Another point is to see 
that the patient does not get up too soon after labour. The 
continued presence of a red discharge after delivery or 
abortion is to be looked on as an indication that the 
patient should remain in the recumbent position, although 
not necessarily in bed. When the time for preventive 
treatment has gone by, and a case of subinvolution comes 
before us, if there is no offensive discharge, and if there is 
nothing felt just within the external os, such as placenta] 
polypus, the treatment should consist of replacing the 
uterus, if necessary, with the sound, and inserting a ring 
pessary to keep it in good position. The patient should 
remain in bed for a time. Hot vaginal douches should be 
given three times a day. For medicine, she should take 
some preparation of ergot thrice daily. Under this treat- 
ment many cases get well If, however, the case does not 
improve after this treatment has had a fair trial, the next 
thing to do is to dilate the cervix and examine the interior 
of the uterus for a piece of adherent placenta, or other 
abnormality of the endometrium, and if we find anything 
of the kind, to remove it. 

If there is an offensive discharge from the ulerus, 
with persistent subinvolution, as in the case described 
on page 15a, the treatment adopted there is the right 
one : scraping the whole of the endometrium thoroughly 
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with a. spoon, if necessary, after previous dilatation of 
the cervix. 

In all intra-uterine manipulations the vagina should first 
be douched with an antiseptic lotion, and the hands and 
instruments carefully rendered aseptic ; after we have 
finished, the cavity of the uterus should be thoroughly 
washed out through a double-channelled tube with an 
antiseptic lotion. 

When there is evidence of acute, or subacute, pelvic 
inFtammntiun, this, rather than the subinvolution, must of 
course be regarded as the important element of the case, 
and treatment suitable for it must be adopted. 



Super INVOLUTION of the Uterus. 

Dflflaition. — Excessive involution or the uterus. The 
disturbance of the involution is here in the opposite direc- 
tion from subinvolution ; the process goes too far, and leaves 
the uterus atrophied. 

We know little of the causes of this condition. The 
symptoms are amenorrhcea and sterility, and the diagnosis 
depends on finding by bimanual examination, and on 
passing the sound, that the uterus is much smaller than it 
should be. 

Nothing can be done in the way of cure ; and if the 
patient's general health is good, the case is best left alone. 

Notes of two cases which came under my care at the 
London Hospital are appended : — 

Cass L— A. S., age 33 ; manieiJ nine years ; three chiltiten, the last 
three years previoasly, and sliU-borti, No miscarriages. All Ihe con- 
fioemeDta difficult 1 forceps used in secund conrincmenl. 

Hm not meiwtmated since tbc laat contiiieDienl, She lost inoi-e blood 
■fler the last confinemcnl than after the others, '■as the after-birih had 
grown 10 ber lide." 
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For (he iasl five monlhs hns suffered from heoJache. There has been 
10 cpistaxis, or other loss of blood. Every roonlh she fell as if men- 
oa, and has some yellow dischai^e. 
a appeared when she was fUteen, and she wax always 
regular, though the loss was scanty. 

Has had sore throat, on and off, the last twelve months. 

Bowels confined as a rule. 

Pflvic m/aiurrmcnls. — Eetviter, anterior superior spines — SJ inches ; 
between iliac crests — 9l inches ; external conjugate — 6] inches. 

On bimanual examiuation the ntcrus was found to be very stnall in 
all directions ; the sound passed rather less than 2 inches. 

.(N,B. — In women who have had children the sound passes at least 
3) inches, often z| or 3 inches.) Nothing else abnormal was found. 

Case II. — S, C, age ag ; married sbi years ; one child, five years ago ; 
no miscarriages. Confinement normal ) no poiit-partum hasmorrhage. 
She suckled the child six months. The child died when it was ten 
months old. Has not menstruated since the confinement. She is well 
in herself, eicept that sometimes she feels " heavy in the head," The 
catamenia appeared at fifteen ; she was regular every month, always losinj: 
very little; it lasted two or three days, and she had no pain to speak of 
at her periods, 

V.E. — Uterus quite small, as estimated bimanually. 

Cervix projects very little into the vagina. Sound passes just two 
inches. Nothing else abnormal. 

Bemarks.—In both cases menstruation had always been 
scanty. In Case I. the patient had had three children, so 
that in her case scanty menstruation could hardly be taken 
as evidence of deficient ovarian activity, at least as regards 
the highest function of the ovary — ovulation. 

The pelvis in this case was an example of the " justo- 
minor" pelvis — there being a shght degree of general 
contraction. 




CHAPTER X. 



Diseases of the Uterus. 



Fibroid Tumours. 



Etiology. — It is only during the period of menstrual life, 
between the ages of fifteen and forty-five, Ihal fibroid tumours 
of the uterus b/gin to grow. 

Influence as regards conception and labour. — In 
general terms it may be said that a woman who has fibroid 
turnours in her uterus is less likely to become pregnant than 
other women (about one-lhird of married women with 
fibroid tumours are sterile). If she should become preg- 
nant, she has a special liability to abort. If, however, she 
goes to full term, then special dangers may arise : — 

r. During /about, from mechanical obstruction to the 
passage of the child, varying with the exact position of the 
fibroid, the greatest obstruction occurring with a large inter- 
stitial fibroid in the cervix. In such a case delivery per 
vias naturales may be impossible. 

2. Immedialely after labour, from post-partum haemor- 
rhage. 

3. Later, from secondary hoemorrhage, or septic fever, if 
the fibroid should slough owing to injuries received during 
labour. 

Some persistent cases of subinvolution are due to the 
presence of fibroids, the uterus for weeks remaining about 
as large as it was immediately after labour. I have seen 
several cases of this. 




During pregnancy fibroids grow, sharing in the general 
hypertrophy of ihe uterus. 

Very rarely after labour, under the influence of the pro- 
cess of involution, fibroids may disappear altogether, but 
we 11 -authenticated cases of this are on record. 




FIC. 59.— Typical Viiitlies ui i lUtuids (Thorbum). (Dingrain- 
m^ic.) I. Subperitoneal , l bubmucous , 3. Interstitial : 4 in the ligure 
has a distinct stalk, le, a 3 polypus It U explained in the text 
th»t, so long as fihruid tumours ate entirely in the cavity of the iafy 
of the uterus, and not partly in the cervix, they da not acquire a. dis- 
tinct stalk, thoi^h they may have a neck : 4 in the ligiue, therefore, 
being a fibroid still entirely m the Cavity of the body of the uterus, should 
not have a distinct pedicle ; ;. Submucous fibroid of the ci 
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Varieties. 



As regards position. — All fibroids begin as interstitial 
fibroids, i.c,, at first they lie embedded in the thickness 
of the uterine wall. As they grow they make iheir way 
either towards the peritoneum, or towards the mucous 
membrane of the uterus, and are then termed subperiloneal 
or submucous fibroids respectively. A fibroid ceases to 
be intentttial only when its largest diameter has passed 
beyond the uterine wall, and when its attachment to the 
uterus is by a more or less constricted part, or neck. 
Gradually, in many cases, more and more of the tumour 
is expelled from the uterine wall till at last the original 
tumour hangs by a distinct stalk ; it has then become a 
subperitoneal, or submucous, fibroid polypus, as the case 
niay be. The late Dr. Matthews Duncan drew particular 
attention lo the distinction between a submucous fibroid 
tumour of the uterus, and a submucous fibroid polyptxs. 
The former may lie wholly in the cavity of the body of the 
uterus ; it is attiiched to the mucous membrane by a neck 
only, not a stalk. 

When there is a distinct stalk to a submucous fibroid, 
when it has become a polypus, the tumour always lies, 
partly at least, in the cavity of the cervix, and not wholly 
in the cavity of the body. 

Number. — Fibroids are usually multiple; it is excep- 
tional for there to be only one. 

Seat. — They most commonly grow from, or in, the walls 
of the body of the uterus, and are more common in the 
posterior than in the anterior wall. Less commonly they 
grow from the supravaginal cervix, and still less commonly 
from the vaginal portion of the cervix. 




Btxucture.^ Fibroid tumours are composed of involun- 
tary muscular fibre and fibrous tissue, in varying propor- 
tions. 

As regards consistence they may be either : — 

1. Hard, or 

2. Soft. 

1. Hard fibroids.— "Wiz&z are much commoner than soft, 




Fig. fid— Subperiloneal Fibroid Tumour ot the UIhus (London 
Hospital Museum). The tumour ig only attached by a thin pedicle 
W the fundus uteti (Barnes). 

and in them there is an excess of the fibrous tissue element, 
with a comparatively small amount of involuntary muscle. 
To the naked eye, a hard fibroid has, on section, a greyish- 
while colour, with a pearly lustre , and owing to the wavy 
arrangement of the fibres, its appearance has been aptly 
compared to thai of a ball of cotton. As the bundles of 
fibres may be arranged round several centres, an apparently 
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single fibroid may, on section, have an appearance like 
several balls of cotton placed in contact with one another. 
Hard fibroid shave a sort of capsule formed of the tissues 
of the uterus in which they are embedded, and they are 
connected with their capsules by a loose connective tissue, 
which permits a tumour of this variety to be easily shelled 
out when the capsule has been divided. The vessels 
supplying a hard fibroid lie under the capsule round the 
circumference of the tumour, few or none penetrating its 
substance (see Fig. 62). 

a. Soft fibroids — the rarer variety — have no distinct cap- 
sule, their tissues being continuous at the circumference 
with the tissues of the uterus. They have a pale pink 
colour. Microscopically they are found to have an excess 
of involuntary muscular fibre, with but little fibrous tissue. 

Natural history. — ^Fibroids may remain for years un- 
altered and stationary, or they may continue to grow. 

There are certain changes which fibroid tumours are 
liable to undergo : — 

1. They may calcify. 

2. Tluy may soften into a puriform mass, which may, in 
the case of interstitial fibroids, be discharged through an 
opening formed towards the mucous membrane. 

3. They may {in the case 0/ submucous polypi) become gan- 
grenous, and be discharged if the patient survives, which is 
unlikely, 

4. Occasionally they undergo malignant degeneration. 

5. An opening may be formed in the capsule by ulcera- 
tion, and the tumour be extruded through it en masse. 

It is to be remembered that the natural tendency of 
fibroid tumours is not, as a general rule, to kill the patient ; 
they may cause great suffering, but they only rarely kill. 

In this respect they stand in marked contrast to c 
tumours. 
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6. They may 
settled. 


teflw (ystic. How this occurs is not yet 
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Fig. 61.— Ute 


nc Fihroids, one of which has become cystic 
(Schrocder). 


Influenca of menstruatiDn on fibroids.— Fibroids 1 


are at their largest immediately before the commencement 1 




SYMPTOMS, 



^ 



of the flow, and al their smallest at the ^end of the flow ; 
between the periods they gradually enlarge, attaining a 
maximum jusi before the next period. 

Symptoms. — There may be none, and it is more par- 
ticularly in ihe case of subperitoneal fibroids that this 
occurs. Subperitoneal fibroids are more likely to have 
attention directed to them on account of their size than 
on account of symptoms, such as occur with the other 
varieties of fibroid lumours. These are :— 

I. Bleeding. — Menorrhagia and perhaps also metror- 

a. Painful menstruation. 

3, A yellow discharge. 

4. Pressure symptoms. 

Pressure ayiuptoma. — In slight cases there is merely 
a sense of weight in the pelvis, with a feeling of " bearing 
down." More severe symptoms may arise : {a) if the 
tumour be of great siie, or {b) even with a small tumour, 
if on account of its original position it becomes incarcerated 
in the^ pelvis. 

Mlotorition.— Frequency of micturi tion is a common 
symptom, particularly if the tumour is in the anterior wall. 
Retention of urine is not uncommon in cases of Sbroids, 
whereas in cases of ovarian tumours it is rare. 

DefiBCation.— Very rarely complete obstruction may 
occur from pressure of an incarcerated fibroid on the 
rectum. If a woman is the subject of uterine fibroids, and 
intestinal obstruction occurs, there is a strong probability 
against the obstruction being due to the fibroids. 

Pressure on veins may cause the veins of the lower 
extremities 10 become varicose, and there may also be 
some of the violet tinting_of 'he vaginal mucous mem- 
brane from venous congestion, like that observed during 
pregnancy. 
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PreBBUre on nerves. — Severe neuralgic pains may 
occur, particularly in cases where the libroid is incar- 
cerated in the pelvis. 

Pressure on the ureters occasionally causes them 
to become dilated, and ultimately hydronephrosis may be 
produced. 

Finally, in the case of very large tumours, respiration 
and digestion may be interfered with. 

Diagnosis .^Fibroid tumours have to be diagnosed 

t. Pregnancy. 

a. Ovarian tumours. 

3. Pelvic inflammation. 

4. Pelvic hjematocele. 

5. Retrofiexion and anteflexion. 

6. Some cases of carcinoma. 
I. Pregnancy. 

As regards the history. — In pregnancy there is usually 
complete amen orrhcEa, whereas in fibroids there is menor- 
rhagia. Sometimes, however, menstruation may go on 
during the first three months of pregnancy ; and even as 
late as the fifth or sixth month, there may be hemorrhages 
at intervals of a month, which the patient takes for 
ordinary menstruation. The explanation of haemorrhages 
so late as this must be that there is really a threatened 
abortion each month, and that (he bleeding occurs at 
intervals of a month on account of the monthly conges- 
tion of the uterus, which probably goes on even during 
pregnancy. 

Again, there is a history of morning sic kness , and if the 
pregnancy has reached the end of the fourth month, the 
hist ory o f quickening, whereas in fibroids these symptoms 
are absent. 

Physical signs. — Supposing the tumour in the abdomen 
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is up to [!ie umbilicus, if it be the pregnant uterus it feels 
elastic, and has a uniform outline and surface, and we may 
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feel it alteraatively harden and soften; if it be a fibroid of 
the common hard variety, it feels hard, not elastic, and as 
fibroids are usually multiple, the tumour will probably have 
an irregular outline and surface ; even if there is only one 
fibroid, it is very rarely situated so centrally as to have ihe 
symmetry of the pregnant uterus at the fifth month. Again, 
on auscultation, we may expect to hear the fcetal heart if the 
child is alive ; we may also hear the uterine souffle, but this 
is of less value, as it is occasionally heard over fibroid 
tumours. Still, a well-marked souffle is very suggestive of 
pregnancy. 

Practically, the greatest difficulty arises in cases where, 
with no history of amenorrhcea, there is a tumour in the 
abdomen rising out of the pelvis, and reaching perhaps up 
to the umbilicus, centrally situated, soft and elastic, and 
evidently connected with the uterus, and yet over which no 
fcetal heart can be heard. 

The tumour may be a soft fibroid of the uterus, or it 
may be the pregnant uterus, the fcetus having died, the 
ovum being for some reason retained — the woman, in fact, 
being in a condition of missed abortion, or rather, at this 
period, of "missed miscarriage": or, again, the case might 
be one of hydatidiform mole : or it might be a case of 
placenta previa. 

As regards other points to which attention must be paid, 
there is the woman's own opinion, either that she is, or is 
not, pregnant, which is worth something, but not much. 
Patients are often mistaken in this matter, the non-pregnant 
thinking herself pregnant, and the pregnant having no idea 
of her condition. 

The condition of the breasts, the purple colour of the 
vaginal mucous membrane, and the vaginal portion of the 
cervix, the softening of the cervix, are all signs to which 
due weight must be given ; but it must be borne in mind 
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that there may be milk in the breasts of a woman who 
is rot, and never has been, pregnant; that the purple 
coloration of the vagina is mainly due to pressure, and 
may, therefore, be caused by other tumours; and thai 
the cervix may be softened in some exceptional cases of 
fibroid tumours. 

As a waiter of txperitnce these cases almost always turn 




Fig. 63.— Mnltiple Fibroi.Is of Uieruf; (Wmckcl), 
n. Fibroid tumour in right broad Ugamenl. b. and e. Subpetiloaea] 

lumoiits. e. Inierstitial fibroid, d. Submucous fibroid, f. External os. 

g. Right ovaiy. h. Right Fallopian tube. 

Note how the ulciine cavity is encroached upon, and tendered 

unsymmetrical by the projection of the lutnoun. 



out to be cases of pregnancy — " missed atjortion," or " missed 
miscarriage " ; hydaiidiform mole ; or placenta previa. 

Finally, it must not be forgotten that both conditions 
may be present together — normal pregnancy and fibroid 
tumours of the uterus. 

In such cases there is araenorrhoea, the uterine tumour 
is probably irregular in outline and surface, and is larger 
than would correspond to the supposed i>eriod of preg- 




nancy ; for certain diagnosis we must wait until the fcetal 
ht:art is heard. 

I remember a case very well, where a woman who had 
been a widow for some years, and was over forty years of 
age, came with a history of three months' amenorrhcea, 
and where there was an elastic irregular tumour connected 
with the uterus much larger than the uterus at the third 
month of pregnancy. The tumour rapidly enlarged, and 
finally, when it was several inches above the navel, after 
about five months' amenorrhosa, we heard the fcetal heart. 
At this time the surface of the lumour was markedly irregu- 
lar, some three inches of the upper part being hard, and 
separated by a deep transverse groove from a soft and more 
uniformly regular, lower portion, which was no doubt the 
body of the uterus containing the ovum. 

z. Ovarian tumourB. — It has already been said that 
soft fibroids which feel elasti c and alm ost fluc tuati ng (and 
which are therefore more likely to be mistaken for ovarian 
tumours) are comparatively rare. Again, hard, solid-feeling 
tumours of the ovary are rare, and, when they do occur, are 
likely to be mistaken for the common hard fibroid, especially 
the subperitoneal fibroid with a long stalk. Nevertheless, 
as a general rule, great importance should be attached to 
the consistence of the tumour. Dr. Barnes says, " If you 
find a smooth solid tumour, beware ; it is uterine." 

As regards history, while menorrhagia is the rule with 
fibroids, it is the exception with ovarian tumours ; but still 
we must remember that in cases of ovarian tumour, both small 
and large, profuse menstruation does occasionally occur ; 
more commonly, however, mens truat ion in cases of ovarian 
lumour is not excessive, and either regular, or if its regularity 
is disturbed, it is in the direction of amenorrhcea, the intervals 
between the periods being increased, and the flow lasting for 
a shorter time, or being less in quantity, than formerly. 




OVARIAN TUMOURS. 



179 



On the vaginal examination, in cases of large ovarian 
tumour, the linger, as a rule, reaches the vaginal portion 
of the cervix easily, often more easily than usual, because 
the whole uterus is often somewhat pushed down by the 
pressure of the tumour ; it is exceptional for the cervix to 
be drawn up, so that the os is only reached with difficulty, 
or not at all, though this does occur sometimes. In large 
fibroid tumours, on the other hand, it often happens that 
the vaginal portion of the cervix cannot be reached with the 
finger, sometimes being so drawn up that even when a 
fult-sized Fergusson's speculum has been passed to its 
full extent, it is yet an inch or two too short to bring the 
OS into view. 

In less extreme cases the vaginal portion may be drawn 
up so that the os is flush with the vaginal roof 

I remember a case of Dr. Graily Hewitt's of this kind, 
where the sound could only be passed through a speculum, 
as the situation of the os could not be detected by the 
finger alone. 

The sound, held by the handle in a long pair of cervix 
forceps, then passed till only the handle was left projecting 
beyond the os uteri 1 

The sound.^As a rule in cases of ovarian tumour the 
sound passes only the norma! distance ; whereas in cases 
of fibroids it passes more than two an^ a half inches, often 
much more, as in the case just mentioned. In rare cases 
the uterus is stretched upwards by the growth of an ovarian 
tumour adherent to it, and then we do have moderate 
lengthening of the uterine cavity, the sound passing three 
or four inches. This is, however, quite the exception. 

Tht bimanual txamination. — In cases of large abdominal 
tumours this often gives no additional information. 

When there is a large solid, or chiefly solid, ovarian 
tumour, it is apt to be mistaken for a uterine fibroid. 
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Sometimes in such cases the sensation imparted to the 
finger by tilting the cervix enables one to recognise that 
there is no such close connection between the uterus and 
the tumour as there would be if the tumour were a uterine 
fibroid. While the finger touches the cervix it is useful in 
such cases to have the abdominal tumour pulled upwards 
as much as possible by an assistant. This may show the 
tumour not to be so closely connected with the uterus as 
a uterine fibroid would be. 

There are other points that help one in a difficult case. 
For example, a lai^e tumour that has grown rapidly, if it be 
a fibroid of the uterus, is almost certain to be attended 
with a good deal of menorrhagia, and again, the sound will 
usually pass much more than the normal distance. In the 
following case the tumour had been previously diagnosed 
by another gynaecologist as a uterine fibroid, and it had 
been treated by the Apostoh treatment before it came 
under my observation. 

Sarah V., age 35, married seventeen yeirs, five children, the laal 
eight and a liilf years ago, came under my observation at the London 
Hospital on August iiih, 1889, She had then been in the Hospital 
•boat five weeks. 

Hillary ef the iiintis.— She waa under medical treatmeot in March 
and April of this yeai, " suflerii^ fram pain in the abdomen with sick- 
ness and swelling of the abdominal walls.'' I have ascerlained that she 
was then supposed to be .suffering from chronic constipation, and that 
the swelling was believed to be a faecal accumnlation. 

The swelling in the abdoicenwas first noticed about Christmas, lS83. 

Since April she has been in good health, but the swelling in the 
abdomen has not lessened ; indeed, she thinks it has gradually in- 
creased in siic since it was first noticed (Christmas, 1888), 

For about eleven weeks previous 10 the time I first saw her she 
had been losing too much. During the lime she had been losing loo 
much she had had constant pain in the abdomen. The pain is not 
confined to one place ; sometimes it is in the right iliac r^on, at 
other limes in the left groin. 

MeiulruaJ hislery. — The catamenia appeared when she was six- 



n April 9Lh, tSSg, was to st. 9 lb. ; on July 6th it 
, AiigHi/ iiM. -Tlie patient is not 
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Icen years anii two monlhs old; she was regular every four weeks, 
the (low somelimes lasting a week, but unaccompanied by pilin. 

Since the birth of her last child, eight years ago, till last Cbrilttnu 
the was quite regular. From Christmas to the end of March the 
flow catoe on every fortnight without pain. Somewhere about April 
or May she went over the monih without seeing anything. She was 
then feeling well, and free from pain. 
There has been no inter-menstrual discharge, 

OlAtr j^m/Cmif,— Micturition has been slightly painful the last 
eleven weeks. Has had piles the lost three months. Deficcation 
has been somewhat diljicult since the present illness began. She 
thinks she has been losing fle!^h during the last four months. 

The patient told me she was sure that twelve months ago she was 
quite r^ulnr, and not losing ton much. 

Her weight 
10 St. 1 lb. 

Prtmt ilali, Aiigm/ tiM, -Tlie patient is not anasmle to uny 
marked degree, 

Ahdeniinal ixaminalion.—fi. tumour is felt rising out of (he pe1vi«, 
and reaching (measured with callipers) at the highest point, which is 
to the right of the middle line, a distance of loj inches above the 
upper morgin of Ibe pubic symphysis. 

The tumour for the most part feels as if it were solid, but it 
certainly has in places an clastic Feeliog, though distinct fluctuation 
cannot be obtained. 

Tht vaginal cinHiiHoliim. — The vaginal portion of the cervii has 
its normal range of mobility, and on tilting it with the linger it gives 
the impression of belonging to a uterus the body of which is not 
much enlarged, and also the impression that It is not closely incor- 
porated with the large tumour felt in ihc abdomen. 

The sound passes three inches. While the sound was in the 
uterus the tumour in the abdomen was laised as much as possible 
away from the pelvis by an assbtanl. Doing this did not appear to 
alter the position of the sound in the least. I came to the conclusion 
that the case woi one of ovarian tumour, probably of the semi-solid 

OperitiBH, Augml xgri, 1889.— On opening the abdomen a small 
quantity of I1uid escaped. The appearance of the tumour was unlike 
that of a hbroid ; and, on passing the hand in, the uterus cuuiil be 
fell (o be of about the normal size and quite distinct from the 
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Wells's trocar was ihnut into a pail of the lumour that seemed 
com para tivelf soft, but only a small qiualil}' at daik gnimous Ruid 
came away. Accordingly, the incision was extended upwards to 
about three inches, or ralher more, abOTC the umbilicus, and the 
tumour was lifted out of the abdominal cavity whole. The peri- 
toneum was washed out with weak iodine wnler, and a Keith's tube 
having been iaserted, the wound was closed in the usual way. 

The lube was taken out in thirty-six hours' time. 

The patient made a perfectly satisfactory recovery. On September 
Snd the wound measured 7i inchea. 

Now, the points in the case which inclined me to believe 
that the tumour was not a uterine fibroid, but an ovarian 
tumour, were : — 

(a) As regards (At history. — The short time that had 
elapsed since the beginning of the illness^ "Before Christ- 
mas, 1888, the patient had been in her ordinary health, and 
noticed nothing amiss. Yet in August 1889 we found a 
tumour in the abdomen about the size of the pregnant 
uterus at the eighth month. 

The great probability would be that a uterine fibroid of 
that size would have given rise to symptoms for two or 
three years or more. 

(6) As regards phyiical signs. — The absence of an emia j a 
uterine Abroid of the size and consistence (it was distinctly 
elastic in parts) presented by the lumour would almost 
certainly have caused profuse haemorrhage, and made the 
patient aniemic. 

The fe eling imparted to the finger on tilting the vaginal 
porti on of the cervix gave the impression that the uterus 
had no close connection with the tumour and was of 
the ordinary size. Again, the sijund only passed three 
inches. 

It may be objected that the tumour might in spite of this 
have been a subperitoneal fibroid connected by only a thin 
pedicle to the uterus ; but the consistence of the tumour, 
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apart from other features in the case, would be strongly 
against that view ; subperitoneal fibroids of that kind are 
typically hard, and have a history extending over years, 
whereas in this case the tumour was distinctly soft and 
elastic in parts, and the history only extended over about 
eight months. 

When the tumour is of moderate size, say reaching up 
to the umbilicus, or small and entirely in the pelvis, and 
the abdominal parietes are lax, then, in cases of ovarian 
tumour, we can often isolate the uterus by the bimanual 
e\:imination from the tumour ; whereas in ordinary cases 
of fibroids we should not be able to do this ; the whole 
tumour would move on giving an impulse to the cervix. 
Very rarely a subperitoneal fibroid may be met with having 
a long thin stalk permitting us to isolate the uterus from it 
as completely as if it were an ovarian tumour. 

3. Pelvic inflammation. 

History. — The symptoms would be found to date from 
either labour, abortion, or ex posure during men struation, or 
to have followed an acu te vagin itis, especially one of gonor- 
rhteal origin — in fact, to have been preceded by some of the 
ordinary antecedents of pelvic inflammation. 

The symptoms would be alxlominal gain, perhaps vomit- 
ing, and more or less high fever. 

Physical signs. —Abdominal examination. — In cases of 
pelvic inflammation, large hard swellings may be formed 
by gluing together of the intestines and omentum by 
adhesive lymph, Such swellings have a lessdefinite out- 
linfi than swellings due to fibroids; they are also fixed, 
whereas fibroids usually admit of a certain amount of dis- 
placement. Again, in pelvic inflammation the tumour is 
iend_eX) whereas in fibroids it is not tender. 

Vaginal examination. — Bimanual examination. — In acute 
case^ uf pelvic inflatnmalion the vagina will be found hot, 




DISEASES OF WOMEN. 

and the uterus more or less fixed. Bimanual examinatioi 
is ofien impossible on account of tenderness. In fibroids" 
the vagina is not hot, and the uterus is not fixed— unless it 
happens thai there are adhesions, which are rarely sufficienily 
extensive to fix the uterus, or unless lateral fibroid out- 
growths have encroached on (he broad ligaments, so dimin- 
ishing, or obliterating, the amount of " slack " which allows 
the uterus to move. 

In practice there is usually little difficulty in diagnosing 
fibroids from pelvic inflammation. 

4. Pelvic hEGmatocele. 

History. — Here there is a history of sudden onset — pain 
in the lower abdomen coming on suddenly, often/during a 
menstrual period, with cessation of the flow for some hours, 
and then reappe arance of it ; faintne^s, nau sea, perhaps 
vomiting , followed, after twenty-four hours, by more or less 
fever^ In fibroids there is no history of this kind ; such 
symptoms as are present have usually all come on gradually. 

Abdominal examination. — Hasmatocele may, if large, 
form a swelling reaching a variable distance upwards in 
the abdomen according to its size, say three or four inches 
above the pubes. Here there is te nderness , and the swell- 

Vaginal examination and bimanual examination. — The 
u^erus^ in hematocele, can often be isol ated from the 
tumour, and is usually pushed close behind the pubes, and 
fixed there, partly by the pressure of the swelling, but 
chiefly by the adhesive peritonitis in the neighbourhood of 
the hematocele. After the first forty-eight hours, in hema- 
tocele, we usually have a hard swelling bulging down 
Dougl as's p ouch, and symmetrically situated as regards the 
middle line. The swelling cannot be displaced out of the 
pouch. 

Here again the only case of fibroids likely to give rise to 
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similar physical signs is that where we have fihroids of the 
posterior wall incarcerated in Douglas's pouch, either by 
having grown so as to be fitted tightly into the pouch, or 
having been fixed there by pelvic peritonitis. 

In practice cases of hematocele arc more likely to be 
mistaltcn for solid ovaiian tumours than for fibroids, 

5. Anteflexion and retroflexion. — We have to be 
careful not to mistake anteflexion or retroflexion for fibroids 
of the anterior or posterior uterine wall respectively. 

AnteJJtxion. — Here the body of the uterus forms a 
swelling felt on vaginal examination in the anterior fornix ; 
bimanually, the body can be grasped between the internal 
and extcNial fingers, and its size, shape, and particularly its 
outline, regular or irregular, may be pretty easily deter- 
mined. If there were a fibroid in the anterior wall, the 
thickness of the body of the uterus from before back would 
be greater than normal ; again, the outline of the anterior 
surface of the body of the uterus would be irregular, accord- 
ing to the extent to which the fibroid projected towards 
the peritoneal surface. 

On passing the sound, and holding it in position, if the 
case is simply one of anteflexion, the tumour in the 
anterior fornix wil! be found to form a much less obvious 
projection than before ; if an assistant holds the sound in 
place while a bimanual examination is made, it becomes 
evident, on grasping the uterus between the fingers, that 
there is only the thickness of the uterine wall between the 
sound and the anterior aspect of ihe'tumour ; and, further, 
after recognising by gently tilling the sound whereabouts 
its point lies, we can make out that there is no convex 
swelling on the anterior surface of the uterus below this 
level. Careful attention to these points will make the case 
clear. 

Rtirofltxion.— Wtxf: the body of the uterus forms a 
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swelling felt in the posterior fornix. On passing the sound 
it will be found to enter with the concavity backwards, and 
its point may be recognised as lying in the centre of the 
tumour with no more thickness of tissue between it and the 
examining finger than would be accounted for by the pos- 
terior wall of the uterus. 

Again, by raising the uterus with the sound, the tumour 
will disappear from behind the cervix, and by completing 
the replacement we can feel the body of the uterus bimanu- 
ally through the anterior fornix; previously to using the 
sound we should have been able to make our fingers meet 
immediately in front of the vaginal portion, without any- 
thing like the body of the uterus between ihera. 

If the tumour were a fibroid of the posterior wall : — 
The sound would pass with the concavity more or less 
forwards, and by gently lilting the sound we could make 
out its point through the abdominal wall, while the tumour 
was still to be felt, as distinctly as ever, in the posterior 
fornix. 



Diagnosis or Fibroid PoLvri. 



A. When they have passed the os uteri. 

Malignant disease of the cervix. — This sometimes takes 
the form of a polypoid mass, perhaps the size of a large 
pear, which seems to spring from the vaginal portion of the 
cervix by a sort of pedicle, thus simulating firobid polypus 
of the cervix ; if the mass is malignant, the pedicle is never 
so definitely circumscribed and distinctLas in a case of 
fibroid polypus. 

Again, a malignant growth of this kind is soft, fWablCj 
easi ly bleedin g when touche d, whereas a fibroid polypus, 
unless sloughing, has a shining, pinkish capsule, and 
firm consistence ; many other considerations would make 
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From inversion simply, we diagnose a fibroid polypus :— 

1. By passing the stmnJ.— In fibroid polypus we shall be 
able with care lo pass the sound at least the normal dis- 
tance, and usually farther. In inversion we shall be unable 
to pass the sound the ordinary distancCj no matter on which 
side of the polypoid mass we Iry j this is mentioned because 
in some cases of fibroid polypi the pedicle may become 
adherent at some part of its circumference to the os, but it 
is always free at some part, permitting the passage of the 
sound. 

2. Bimanualfy, if the case is one of inversion, we may 
make out a bsence o f th e bo dy of the ute rus from its usual 
position. With the sound in the bladder, and the finger in 
the rectum, care being taken to keep the sound exactly in the 
middle line, the absence of the uterus from its usual position 
can be made out. 

3. Inspection of the surface of the mass. —The inverted 
uterus is red and bleeds_gasily, and it may be possible 
to see the openings of the Fa llopian tubes . There is a 
specimen in University College Museum where this could 
certainly have been done. The appearance of a fibroid 
polypus has been just mentioned above. 

4. The mass formed by the inverted uterus is ten der^ 
while a fibroid polypus is not. 

It is well to remember that inversion of the uterus is 
very rare, while fibroid polypi are common. 

fi. When they have not passed the oa uteri. 

If the OS uieri is sufficiently dilated to admit the finger, 
the sensation imparted to It by coming on a hard, smooth, 
somewhat movable body within the uterus, combined with 
the presence of the fundus uteri in its usual position as 
ascertained bimanually, and also with the fact that the 
sound passes farthtr than normal, will make the diagnosis 
clear, 
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If the OS were noi sufficiently open to allow the finger 
to pass, and a consideration of all the circumstances made 
it most probable that the enlargement of the uterus was due 
to the presence of an intra-uterine fibroid tumour, or fibroid 
polypus, the proper course to pursue would be to dilate 
the cervix sufficiently to admit the finger, and so settle the 
question. 

Treatment. — This may be considered under two 
heads : — 

1. When there is a submucous fibroid tumour, or fibroid 
polypus (for disiinction between them see p. 169), 

2. When the tumour is interstitial, or subperitoneal. 

I. As regards fibroid polypi the right treatment 
always is to remove ihem, and the same is true of sub. 
mucous fibroid tumours, which are attached by a narrow 
attachment, or neck, to the wall of the uterus, even though 
they have not yet acquired a distinct stalk. 

When the polypus has passed the os uteri, it is a very 
easy matter, having seized it with the volsella, to pass 
Ihe loop of an ^craseur wire over the tumour, and mani- 
pulate it over the largest diameter of the tumour, so that, 
as the wire is tightened, it shall find its way to the pedicle ; 
this should be done gradually, to avoid the risk of bleed- 
ing. No traction is to Ik made with the volsella in 
tightening the wire. If, however, the polypus is still within 
Ihe cavity of the uterus, and the os is just large enough to 
admit the finger, the case is a very different one. In such 
cases it Is recommended to dilate the os further with Barnes's 
bags, till it is sufificicntly open to allow the tumour to pass. 
I can only say that in a very typical case I gave a most 
thorough trial to this method, and found it quite useless. 

In this case the cervix was stretched over the convexity 
formed by the lower surface of the polypus, and the os 
just admitted the finger easily. 



TREATMENT OF UTERINE FIBROIDS. igi 

A Barnes's bag was then introduced several times ; but 
each time, as soon as the bag was distended with water, 
it simply came out Into the vagina. Finally, I incised the 
thinned cervix posteriorly with Paquelin's cautery, till I 
judged there was sufficient room for the tumour to pass, 
and then removed the polypus with the &raseur in the 
usual way. 

In a future case of the kind, I should try to dilate the 
cervix with a series of specially large Hegar's dilators. The 
ordinary series stops at No. 26. The larger series which 
Messrs, Krohne & Sesemann have made for me runs up 
to No. 40, which is i| inches in diameter. 

In all cases before commencing the operation the vagina 
should be thoroughly douched out with an efficient anti- 
septic, e^., iodine water (^ij. Tinct. lodi to Oj. water), 
and if, as in the case just mentioned, the operation has 
been intra-uterine, the cavity of the uterus should be 
washed out with the same solution through the intra-uterine 
tube (Fig. 15, p- 36). 

a. When the tamonr is interstitial or aubperi- 
toaeal.— Here the treatment will depend largely on the 
symptoms; if bleeding is the chief symptom, wc should 
first try what rest in bed with large doses of ergot will do, 
preferably using ergotine, gr. ij.-v., in the form of pill, 
thrice daily. Hamamelis may also l)e tried (five to ten 
drops of the tincture three times a day), or liydrastis cana- 
densis (mxx. of the tincture thrice daily), or the infusion of 
vinca major (see p. 70), at the same time using frequently 
a vaginal douche of water as hot as the patient can bear 
it. If such treatment control the bleeding, well and good ; 
but if not, the next step is to dilate the cervix, and make 
certain that we are not dealing with a case of fibroid 
polypus, or submucous libroid tumour, capable of removal 
with the ecraseur. We will take it that, after dilating 




cervix, the finger in the uterus finds that the tumour rorms 
a convex projection inwards towards the mucous membrane, 
but that the bulk of the tumour is in the thickness of the 
uterine wall — that it is an interstitial fibroid. Formerly 
the treatment known as tnuehation would have been con- 
sidered proper for such a case ; this operation briefly 
consisted of making an incision over the convex swelling 
formed by the tumour towards the mucous surface of the 
uterus, and endeavouring to '^ gel it out somehow" through 
the opening made. The operation was a very dangerous and 
unsatisfactory one, and may now be considered obsolete. 

In such cases, prior to resorting to radical operation, it: 
is well to try the eflect of scraping the endometrium 
a curette, the cervix having been previously dilated. After 
curetting, pure Tr. lodi may be applied to the whole of the 
endometrium. Incision of the capsule of the tumour, with 
or without curetting of the rest of the endometrium, is also 
often of use in this class of cases. 

In the majority of cases treatment of the kind indicated 
enables the patient either to reach a condition of practical 
recovery, or at least to hold her ground. 

Attention to the patient's weight, and examination of the 
blood by the hsemacytometer and hsmoglobinomeler will 
afford valuable indications as to the efiicacy of the treat- 
ment. When it is clear that the patient is losing ground, 
radical treatment must be adopted. 

The operative procedures available are ; — 

1. Removal of the uterine appendages with the object of 
bringing on the menopause. This operation is only suitable 
for cases where the tumour is of moderate size, not reaching 
above the umbilicus. In the case of tumours much larger 
than this it is usually impossible to find the appendages, or, 
at all events, to remove them. The mortality of this opera- 
tion is about 10 per cent. 
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Fig. 66. — The Rgure shows the appMrance seen al the conclusion of 
n supra-vaginal hysterectomy. The body of the uterus bis been cul 
sway, and the cervin, lighlly constricted by the wire of the damp (a a), 
is seen Gxed in the lower angle of the abdominal wound. Two strong 
steel pins have been thrust through the cervix, and their points liave 
been giurded by the caps seen on the right of the iigure. The pins are 
above the wire loop (nearer the surface of the stump). The rest of the 
atidotninai wound has lieeo closed by stitches (seen at the upper part of 
the liEUTe) in the usual wny. At (he stage of the opemlion represented, 
nothing remains to be done except to put on the dressings (Donin). 

The figure might also stand for the tinal stage of Forro's operation, 
«.*., removal of the fatus by opening the alidomen ntid incising the 
I, with subsequent fixation of the cervix in the lower angle of the 
abdomioal wound, and amputation of the body of the ul 

The pedicle pins are shown separately in ihe next figure. 





2. Enuchafion of the tumour, er lumours,/rom the uttrine 
wall after abdominal section. — The bed of the tumour is 
then sutured as completely as possible. In this operation 
the uterine cavity may or may not be opened. The danger 
of the operation is greater when the cavity is opened. 
Thus Martin,* in 24 cases of this operation, the uterine 
cavity being opened, lost 8 ; while in 72, where the cavity 
of the uterus was not opened, only 10 died. In favourable 
cases this operation leaves the uterus functionally perfect^ 
i.e., capable of child-bearing. 

3. Supra-vaginal hysterectomy.— This operation is suitable 
where the tumour is very large, and where the hemorrhages 
are so profuse that it is practically certain that the patient 
must die if left alone, all the palliative treatment previously 
referred to having failed to control the bleeding. After 
opening the abdomen, the whole tumour, with most of 
the uterus, is amputated, the cervix alone being left, and 
usually clamped in the lower angle of the abdominal 
wound (Fig. 66). Some operators, however, prefer to 
remove the cen'ix as well as the rest of the uterus. It 
is quite the exception to meet with cases where supra- 
vaginal hysterectomy is justifiable ; it is a much more 
dangerous operation than ovariotomy.t In all but a very 
small proportion of cases ovarian tumours run a fatal 
course, whereas in all but a very small proportion of 
ca.ses fibroid tumours left to themselves do not end fatally. 
They do sometimes, however, as in the following case that 
came under my observation ; — 

Miss C. ogc 39, laid 10 be snflering from a. large fibroid. I saw het 
in consultalion on July 2liid, 1890. Her chief trouble has been with 
the water ; iwelvc months ago she had retention of arine, and a catheter 
had to be used. The urine tuns away from her on walking. She is 

• Cassell's Yearboet of Trealmint, iSgt, p. 310. 

t Mortality of hysleteelomy, about 25 per cent. : motlnUly of ovnrio- 
tomy, 5 to 10 per cent. 
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regular evciy montli ; tlie period lasts 8-9 days ; Ihere is a good deal of 
pain Utterly at the periods in the stomach and back. 

The periods only lasted five days till a. year ago. She has a yellowiili- 
while discharge between the periods. Tlierc was a large irregular tumour 
to be felt in the abdomen, reaching above the umbilicus. As she was 
very nervoUB, and the bowels were greatly loaded, it was decided to 
examine her under chloroform a week later, the bowels to be thoroughly 
cleared out in the meantime. This was accordingly done, and on July 
29th a complete examination under chloroform was made. The tomour 
felt in the abdomen was uterine ; the os uteri was high up close to 
the pubes, the anterior lip being ihin and crescenlic, the posterior Up 
deformed by the presence of a large interstitial cervical fibroid. The 
sound passed several inches (6 or S). 
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Ftc. 67. — Pedicle Pins tised in Supra-vaginal Hysterectomy. 

Patient was a stout-looking woman, and not the least onsemic. I 
advised palliative treatment, ergot, hut douching, etc. If she held her 
ground, well and good : if not, then the question of operative treatment 
was to be considered. 

About four weeks later she suddenly became much worse, a great 
deal of hxmorrhige occurring. Her doctor asked me then to take her 
into the London Hospital with a view to operation ; but her condition 
rapidly (within two or three days) became so much worse that he 
thought she could not bear the journey, and she died a day or two 
later, bsmorrhage being Ihe cause of death. 

The cose illustrates the e>ceptional cose of uterine Abroid, viz., where 
operative treatment gives the patient the only chance of life. It ii 
remarkable on account of Ihe rapidity with which the patient, who 
was enjoying average good health when 1 saw her, passed into, first 
and then a hopeless condition. I thiiik most probably a 
large venous sinus must have ruptured, as in the specimen ihown in 

Fig. 63. 




The difficulty of deciding as to whether a radical opt 
lion such as removal of the uterine appendages, enucleation 
after laparotomy, or hysterectomy, is the proper treatment 
in any given case, is very considerable : because, on the 
one hand, if palliative treatment will suffice for the patient's 
safety, it is our duty to employ it ; while, on the other 
hand, it would greatly prejudice the prospect of success, 
should the case be one requiring radical treatment, if we 
delay this till the patient is extremely anamic, and her 
strength reduced by repeated floodings. Palliative treat- 
ment should not be continued if the patient is becoming 
paler and paler in spite of it. This may, to a great extent, 
be taken as indicating whether the case is one requiring 
operative treatment or noL 



The Electrical Tre.\tment of Uterine Fibroids, fl 
The treatment of fibroids by electricity has been rein- 
troduced, with modifications, by Dr. G. Apostoli, of Paris. 



Fig. 6S. — PUtinum sound with in^ukled ^healhs of dilTetent lenglhs, 
so thsl ihc length of tlie unprotected men! passed into the uterus Can 
be varied according to the length of ihe uterine cavity. The reverse 
end of thp sound is trocar-pointed for use when puncture is indicated. 

Dr. Apostoli's method is as follows: — The patient being 
in the hlhotomy position, a cake of clay, about ten inches 
by five, and one inch thick, is placed on the abdominal 
wall The clay cake is made by working up poller's clay 
with water to a firm consistence, and enclosing it in mushn. 
A flat metal plate, about five inches by three, is emiiedded 
in the clay. One of the wires from the battery is attached 
to the metal plate. The clay thus forms one of the elec- 
trodes, and is, as nearly as possible, inert. It is important 
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that the clay should everywhere be in dose apposition to i 
the skin, and it is, therefore, well to fix it by a few turns 
of a broad bandage. The other electrode is either : — 
I. A blunt-pointed platinum sound passed into the ' 



2. A sharp-pointed trocar made of steel, which is made I 
to penetrate the substance of the tumour to a slight depth, 
;'/[! the uterus. In the instrument figured, (i) and (a) are 
combined in the same instrument (Fig. 68). 




Flo. 69.— Horiiontnl Galvmomclcr, erailualed u 
350 milliampires. 

By means of a galvanometer (Fig. 69) the exact strength 
of the current employed can be measured ; from 100 10 150 
milh'amp&res is that usually employed. The current should 
be gradually increased up to the highest intensity we mean 
to use ; it is kept stationary there for a few minutes, say five 
or ten minutes, and is then gradually reduced again to o ; 
the electrodes are then removed, and the sitting is over. 

The vagina must l>e syringed with an antiseptic lotion 
before and after the treatment on each occasion. 

The current may be obtained from a Stohrer's batt- 
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The intra-uierine electrode may be made either positii 
or negative at will. 

For cases of fibroids where bleeding is the prominent 
symptom, the intra-ulerine pole should be positive. For 
cases of fibroids not attended with bleeding the negative 
pole is recommended. 

Dr. Apostoli advises puncture {i) as a matter of neeeisity^ 
when for various reasons the sound cannot be introduced ; 
(i) as a matter of choice, " when we see that we can ad\-an- 
tageoiisly combine punctures with intra-ulerine cauterisa- 
tion, so as to expedite and make sure of the effects that, with 
the cauterisation only, we should tardily or perhaps imper- 
fectly realise." The puncturing instrument is attached to 
the negative pole. 

It is claimed that under this treatment fibroid tumours 
are markedly reduced in size, and as regards clinical results, 
that "ninety-five times out of every hundred ihey comprise 
the suppression of all the miseries constituting the (ibroidal 
symptomatology, which may be thus categorically enume* 
rated : — Htemorrhages, the troubles of menstruation, dys- 
menorrhcea, amenorrhcea, nervous disturbances, the 
pains in the growth itself, and from mechanical pn 
and the harassing series of reflex actions." 

The minimum time necessary for the treatment is one 
month, and the applications are made twice a week. AU 
the instruments necessary are supplied by Messrs, Coxeter J 
they tell me that a recent improvement of importance ia'i 
the use of the water rheostat, " which simplifies the whole 
oper.-ition and renders a shock impossible." 

Present position of this treatment — With results 
apparently so successful as Dr. .*\postoU's liefore us, the 
treatment that has just been described has been, and is 
being, carefully tested in this country. 

It is desirable that the cases in which it is tried should, 
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Flu. 70. - Walir iheoslat lo lie mlroJuccil iii Ihe circuil at an indif- 
frtenl point For regulaling the strength of Ihe current (Coiteler). 

The glniB U tilled wilh distilled waler, and Ibe current is Snt '' turtied 
on '' wilh the poles of the mstrument uiucrewed to the utmost. At the 
poles are appraximsled, the galv 

current, which is slow at first, but rapiilly increases as the poles sre 
brought near together, necessitating as slow n movement of the screw aa 
in using a microscope with a high power. The poles must be again 
widely diverged before the sound is withdrawn. 

In many of the so-called successes reported it has tiot 
been at all clear that the cases treated were really cases of 
uterine fibroid at all. In several, for example, the physical 
signs reported have not been inconsistent wit^ 
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of subinvolution of the uterus. In other words, many ( 
the cases have not been, to say the least of it, typical c 
of uterine fibroids. 

By a typical case of uterine fibroid is here meant a 
case ivhere the uterus is enlarged so as to reach up to, or 
near, the umbilicus ; where tlie sound passes four or five 
inches or mote, and where haemorrhage is the prominent 
symptom. 

I have tried the treatment, using the blunt electrode only, 
in a few typical cases of this kind at the London Hospital. 
The results have not, so far, been such as to convince me 
of the efficacy of the treatment, 

2. Where palliative treatment by rest, hot douching, and 
drugs has failed. The Apostoli treatment is obviously a 
more severe measure than palliative treatment of this kind, 
and it is our duty to relieve our patients by the least severe 
means at our disposal. Cases then should only be treated 
by Dr. Apostoli's method, if at all, when palliative treatment ■ 
has been tried and failed. 

3. It is in cases where, owing to excessive h;emorrhageB J 
that cannot be checked by palliative means, we feel it our i 
duty to recommend removal of the uterine appendages that I 
we have a fair field for testing the efficacy of this new 4 
treatment. Removal of the uterine appendages is an opera- ' 
tion of some risk, and is distinctly a much more severe I 
measure than the Apostoli treatment. If, therefore, the I 
latter can make good its claim to be considered as an 1 
alternative to removal of the uterine appendages, it will I 
prove a valuable addition to therapeutics. As yet, proof I 
of this kind is not forthcoming. 

4. While the Apostoli treatment has still, therefore, to I 
make its reputation, it should be tried in typical cases only 1 
as defined above, and in cases of fibroid polypi, particularly 
when the polypi are easy of access, t^., hanging down in 
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the vagina. If the treatment can relieve the symptoms due 
to interstitial fibroids, and reduce their size, it ought also to 
be able to act similarly on fibroid polypi, the advantage 
being thai in the latter the results will be visible, and unmis- 
takable. Success in such cases would convince the most 
sceptical ; failure in them would justify douhls as to the 
eiBcacy of the treatment in cases of interstitial fibroids. 

I think there can be no question that puncture of the 
tumour recommended in certain cases by Dr. Apostoli is a 
very dangerous and unjustifiable proceeding. 

The question being what is the value of electricity in 
typical cases of uterine fibroid, puncture only introduces a. 
complication. If the case is successful, it is open to the 
explanation that the success was due to the puncture, and 
not to the electricity. 

It must also be remembered that the Apostoli treatment 
(without puncture) is one involving considerable risk ; 
several deaths have followed its application ; and I myself 
know of two cases where the patients died soon after the 
treatment. This in the case of a new treattnent still on its 
trial is at all events suggestive. 

It may be added that Dr. Apostoli uses the faradic 
current applied either to the interior of the uterus, or 
merely to the vagina, for various conditions attended with 
pain, particularly pelvic inflammation, pains in the ovarian 
regions, and vaginismus. 

I have tried it in several cases of chronic pelvic inflam- 
mation at the London Hospital ; none of the cases so 
treated were benefited in the slightest degree. 



Case of Pelvic Abscess m an Unusual Position, sim' 
LATINO Soirr Fibroid Tumour of th 
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Ihe London Hospitil on June ajrd, 1885, complaining of a swelling 
in the abdomen, and of a red discbarge from the vngina. Her last 
labour (four weeks previously) was a quick one ; she lost a good deal 
□r blood nftei Ihe child was bom, but otherwise the labour was quite 
normal, and she seemed to recover as usual, getting up on the tenth 
da;, without having any pain, shivering, or feverlshnesi since her 
confinement. On the tenth day when she got up she noticed the 
swelling in the abdomen for the lirst lime; it was then mudi ^luller 
than it was on admission, but had gradually increased to its present size. 
On the day she got up she felt so weak that she was obliged to return 
to bed. When she moved, even in bed, she had a draggii^ pain in 
the hypogastrinm, but she had no pain as long as she lay still. She 
had had a red discharge from the vagina ever since her conlinemenl. 

On admission the patient was ihin and anxinic The abdomen was 
somewhat distended. A smooth, elastic swelling was felt rising up 
from the pelvis to the level of the umbilicos ; it was not tender. The 
swelling was symmetrically situated with regard to the middle line. It 
was dull on percussion ; laterally, beyoud the limits of the swelling, 
the abdomen was resonant. Nothing could he heard on auscultation 
over the tumour. The patient was put under the influence of clher in 
order that the relations of ihe swelling might be mote thoroughly 
determined. Through ihe speculum a sanious discbarge was seen to be 
issuing from [he os eilernum. A catheter having been passed to make 
certain the bladder was empty, a swelling was felt in front of the cervix 
depressing the anterior fornix. 

Bimanually this swelling was found continuous with that already 
noted in the hypogastric region. The uterus was movable ; every 
upward impulse given to the cervix moved the tumour with it. The 
body of the ulerus could not be mode out distinct from the tumour. It 
was thought (hat Ihe latter extended rather farther towaids the left 
than to the right. The sound was not used on this occasion. The 
temperature was ioi'4° on admission, and varied for some six weeks 
subsequently from 102° at night (on one occasion 103':;'') to 99° in the 
morning. 

On /uiy 13(1! the sound was passed ; it reached a depth of three 
inches and a half, and passed towards the right. The tumour was 
thought to be a soft fibroid. 

Auguif tyh. — The patient had been treated since the last note with 
ergot, at lirst by the moulh, and afterwards hypodermically, without 
any alteration taking place in the size of Ihe tamour. A catheler 
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being passed into the bladder, il was fouod per vaginam ihat il would 
be impossible to puncture the lumaur in that Eitualion without 
puncturing the bladder. An aspirator needle was therefore put into 
the swelling in the middle litie, about midway between the umbilicus 
and Ibe pubes, and a pint of extremely oOeasive pus drawn off, the 
lumour entirely disappearing. Five days afterwards the swelling was 
as large as at lirst ; it was tapped again on August 3Znd, and twenty- 
two ounces of pus were drawn off, similar in character to the lost. 
Afiei each tapping the abdomen was Himiy l>andaged. 

igiA. — The swelling has BUed up again, and is, if anything, larger 
than ever. To-day an opening was made urulcr antiseptic precautions 
into the swelling, the edges of the abEcess wall stitched to the skin, 
«nd a large drainage-tube live inches long inserted. 

From this time to September 15th the patient went on without a 
badiGymptom, the temperature only once reaching 100°. The wound 
was dressed about every other day, the cavity of the abscess being 
washed out M each dressing with iodine water, and some iodoform 
placed in the deep end of the drainage-tube before reinserting it. 
The discharge, which had at first been very olfensive, became quite 
iwecl. The abitomen wax (irmly bandaged after each dressing, large 
pads of tint being placed on each side of the wound. 

On Stf'embirr 15M, at 9 a.m , the patient had a rigor lasting seven 
minates, the temperature rising to 101°. She complained of pain in 
her limbs and sore-throat. The pulse was very small and frequent 
(148). There was no pain in the abdomen, and the wound was look- 
ing well. There was a slight erythematous rash on the chest and amis. 
In ihe absence of any other discoverable cause, it was thought that 
these symptoms were due to the absorption of iodoform, which liad 
been very freely introduced into the abscess cavity, llie cavity was 
therefore washed out with eartJoHe lotion, and iodoform and iodine- 
water omitted. The next day the temperature was normal, and all the 
tymptoms had disappeared. 

Ncnxmbtr geA. — The temperature has remained normal since last 
note. The drainage-lubc (which hod been shortened from lime to 
litne, and replaced by narrower ones) was left olT alloec'her to-day. 
Since October Jlh the patient has gained eleven pounds in weight. 
She feels and looks very well. On Novemltcr 4lh the catamcnia 
came on, and ceased to-day, rui red discharge having previously li 
place from the uterus for more thin three months. 
freel)' movable, the body uf it being drawn to the left sid 
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passes Iwo inches and a. half. Thete is still a small sinus. 

nnd B hall deep, in the abdominal wall, but there is little or no dis- 

chargi: from it. A 6ne prolie, coaled with sQver nitrate, was passed 

DaeiHitr Jtit.—The palienl has had a foilnighl at Eastbourne. The 
sinus is the same leuglh as before, but onlf admits a very line probe. 
She says the last menstrual period lasted a fortnight, but otherwise she 
has remained quite well, and hai maintained her weight. 

This patient came to me some months afterwards, as she 
thought herself pregnant. She had been suffering from 
pains in the lower part of the abdomen, which she had 
never before had in her pregnancies. 

On examination, she was found to be about four months 
pregnant. The sinus in the abdomen had completely 
closed. I consider the pains were due to stretching of 
inflammatory adhesions round the situation where the 
abscess had been, as the uterus enlarged, owing to the 
pregnancy. 



Uterine Polypi. 



These are : — 

1, Fibroid polypi. 

2. Mucous polypi.— According to the late Dr. Matthei 
Duncan there are three varieties; — 

(i) Adenomalous, where the polypus is composed chiefly 
of the hypertrophied glands of the mucous membrane. 

(ii) Molluscous, where the polypus is formed chiefly by 
hypertrophy of the connective-tissue element of the mucous 
membrane. 

(iii) Cystic, where retention cysts are formed from the 
uterine glands, either of the cervix or the body, and where 
the little mass resulting, composed of one or several reten- 
tion cysts, acquires a pedicle. 



J 




e cervix a 
in the cervix, especially just within tlie os externutn. 
have a deep red colour during life, and are extremely soft 
to the to uchy Usually more than one is present at a time. 
They vary in size from that of a small raisin to that of a 
large strawberry.' 

Mucous polypi are most commonly met with during 
menstrual life — from fifteen to forty -five. Occasionally, 
however, ihey are found in women past the menopause. 
I have seen three or four such cases, 

SymptomB. — Smalt mucous polypi of the cervix hanging 
from the os externum are often discovered accidentally, 
having given rise to no trouble. 

The symptoms Hkeiy to be present are r — 



2. A white or yellow discharge. 

3. Sterility. 

4. Dysmtnorrhtva. 

And such symptoms, particularly the last two, may be 
considered due to mucous polypi with most confidence, 
when these are large and situated in the body of the 
uterus. 

The bleeding in the case of mucous polypi is said to 
come from the polypus itself, but probably it comes also in 
pan from the general surface of the mucous membrane of 
the body of the uterus, at all events when the polypus is 
attached there. The white and yellow discharge is due to 
associated cervical or corporeal endometritis. 

• Tbe lai|[est I have met with was fiiajform in shape. After several 
weeks in spirit its measurements were as follows : — l^englli. 2| in. ; 
Breadth. 1 in. ; Thickness. ) in. Before removal about half on inch 
of it projected beyond the vaginal oriRce. It was attached to the 
cervical canal near the externa! os. There was a second one, the 
size of a cob-nut, attached near it. 




PLACENTAL AND FIBRINOUS POLYPI. 

given before and after the operation, and the uter us itse lf 
also washed_out with a similar lotion through the intra- 
uterine tube (Fig. IS, p. 36). 



Placental Folvpi— Fibrinous Polvpi, 



These are not the same. A plaantal polypus no doubt 
is usually in part composed of fibrin as well as of placental 
remains, but it has its origin in labour or abortion, some 
portions of the placenta or membranes remaining adherent 
tu the uterus, and forming a Ikae to which layers of fibrin 
attach themselves. 

Fibrinous polypus may originate apart from labour or 
abortion : for instance, I have known it form after removal 
of a fibroid polypus attached to the body of the uterus, the 
fibrin being deposited on the stump left after section of the 
pedicle. In ibis case a highly offensive, yellowish, polypoid 
mass of fibrin protruded from the os externum some days 
after the fibroid had been removed. Often fragments of 
the placenta left behind are sessile, attached to the uterine 
mucous membrane without any stalk. 

Symptoms — Treatment.— Ble edina is the symptom 
that usually leads to investigation; and if the polypus is 
decom[Kising, there will also be an olfe nsive discharge. 
On examination, the uterus will be found_to be Jarger thaji 
no rmal, and we may, perhaps, feel the poly^us^ presenting 
at th e external os, though this is far from being always 

The treatment consists in dilating the cervix, and scraping 
away the polypus thoroughly, or twisting it off, with all the 
precautions mentioned when describing the treatment of 
mucous polypi. 
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Malignant Growths of Polypoid Form. 

These were referred to when considering the diagnosis of 
fibroid polypi. A simple, nonmah'gnant, papillary growth 
from the vaginal portion of the cervix has been descrihed ; 
but practically a papillary growth of the vaginal portion of 
[he cervix that is soft, and bleeds easily o n touch ing it, is 
almost invariably malignant. Malignant growths from the 
body of the uterus sometimes assume a polypoid form, and 
may occasionally project through the os uteri into the 
vagina. I have described further on a case in which I 

ttirpated the uterus for a growth of this kind. 





cases is often difllicult to find. Sometimes a d 
that described has an indistinct pedicle. 

The mushroom-ihaped variety.— This also is a squamous 
epithelioma, probably, indeed, it is often a stage towards the 
production of the typical cauliflower excrescence. Still it is 
a variety often met with clinically. The vaginal portion is 
enlarged at its lowest part by thickening of the lips of the 




Fic. 74.— Cauliflower excrescence or thecervix (SJmpwiti}. {A. more 
villous growth than those commonly met with.) Compare Itiil ipccimcn, 
where smputation of Ihe vaginal portion of the cervii only hits hecn 
pctfomnl, wilh figures at the end of Ihe chapter wltere aopra-vnginal 
ampuldlion wiu done. 

cervix, and by ihe spreading over them of the flat raised 
epitheliomatous growth from the neighbourhood of the 
external os outwards towards the circumference. The 
finger passed outwards from the situation of the os, comes 
at the periphery of the growth to an overhanging margin, 
separated by a shallow depression from the part of the 
cervix not yet afl^ected. The whole vagitui portion, there 
fore, has a rough resemblance to an inverted mushroom 
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ulcerate. This variety is less common clinically than the 
preceding, partly no doubt because it is a phase of Ihc 
disease at an early stage. 

When ulceration has taken place, it merges sooner or 
later into the excavated form described in the last para- 
graph as the conical ulcer. 

If the nodules project only towards the cervical canal, we 
have an example of carcinoma beginning within the canal, 
and such a case might, on hurried examination, easily 
escape detection, as the vaginal portion and os would 
appear normal. Usually, even where it begins within the 
canal, it is not far above the os externum, and on everting 
the lips of the cervix with tenacula something of the 
disease will be seen. Such cases can rarely, if ever, be 
diagnosed, previous to the time when ulceration has begun. 



Directions in which Carcinoma of the Cervix tends 
to spread. 

It may spread : — 

I. Downwards on to the vaginal wall. 

1. Outwards into the connective tissue round the cervix, 
into the broad ligaments and utero-sacral ligaments. 

3. Upwards along the cervical canal into the body of the 
uterus. 

There is usually a greater tendency for the growth to 
spread to the vagina, and to the peti-cervical connective 
tissue, than to the body of the uterus. In a few cases the 
growth does extend upwards to the body of the uterus 
before it has spread to the vaginal walls, or the peri-cervical 
connective tissue ; these cases are quite the exception, and 
it is for them especially that extirpation of the whole uterus 
for malignant disease of the cervix is to be preferred to 
supra-vaginal ampuuiion of the cervix. In advanced c 
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the ureters become dilated from obstruction, partly due to 1 
pressure, and partly to the walls of the ureters themselvM 1 
being infiltrated; ultimately hydronephrosis may be pro- 1 
duced. 

As the growth that has involved the anterior vaginal wall I 
ulcerates, we may have a vesico- vaginal fistula ; more rarely, 
from similar processes involving the posterior wall — recto- j 




Fig. 8o.— Coicinama. oCihe cervix, an advaoced at^t where ulcera- '| 
lion has 1<een a prominent feature. The bladder and reclum c 
municale freely with the vi4^na (Fane). 

vaginal fistula : still more rarely, perforation into the peri- 
toneal cavity may occur. 

In advanced cases where ulceration has been a promi- 
nent feature, the bladder and rectum may communicate 
freely with the vagina (Fig. So). 

Symptoms. — The special local symptoms of carcinoma 
of the cervix are : — 

I. Blttding. 
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3. A dhcharge, which sooner or later becomes offensive. 

3, Pain. 

Other local symptoms not infrequently present are: — 
painful, difficult, or frtguent micturition, and pruritus of the 
vulva. 

Sometimes wasting precedes all other symptoms, the 
patient noticing that she is getting thinner without apparent 
cause. In any case, once local symptoms are present, she 
rapidly loses weight, and becomes conscious of a sense of 
weakness and general ill-health, till ultimately she presents 
the appeareance known as the cancerous cachexia. 

Bleeding.— In most cases hemorrhage, occurring at 
so me time other tha n a m ens trual perio d, is the earliest 
symptom to attract attention. Occasionally a persistent 
white or yellow discharge, increasing in quantity, and 
ultimately becoming offensive, may be the symptom that 
first attracts attention, there being no unusual bleeding till 
the disease has reached a somewhat advanced stage. This 
is, however, quite the exception. Hiemorrhag e after coitus 
is particularly significant of carcinoma of the cervix. It 
may be taken as a general rule that hiemorrhage co ming on 
some years after the menopause is almost always due to 
malignant disease. 

The dischoi^e. — In earlv cases before ulceration has 
taken place, the discharge is not offensive ; at this time 
it is likely to be y ellowish, an d more or less streaked with 
blood. Later, when ulceration has set in, the discharge does 
become horribly offensive, and at this lime it is usually thip ) 
andj^ike dirty w ater. It should be especially noted that an 
offensive discharge is not pathognomonic of carcinoma. A 
sloughing fibroid polypus, for instance, produces a discharge 
every bit as offensive as any that occurs in cases of car- 
cinoma i and on the other hand, as mentioned above, in 
early cases of carcinoma, the discharge is not offensive. 
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Fain. — This is a late s^ptom in carcinoma of the cervix; 
when at length it appears, it is extrem ely severe, and usually 
wors e at night, so that the patient cannot sleep without 
morphia. 

Fever. — When ulceration has occurred, and the discharge 
has become offensive, there is fever, due to absorption of 
the chemical products of putrefaction — septic intoxication, 
or saprtcmia. The result of scraping away the diseased 
tissue as completely as possible shows this ; for whereas 
before the scraping the temperature chart has shown the 
presence of moderate fever, after the scraping the tempera- 
ture falls, and often remains normal till fresh portions of 
the growth necrose and putrefy. 

In advanced cases a condition of one or both lower 
extremities, indistinguishable from the phlegmasia dolens 
of puerperal women, is not uncommon. 

PhyBical signs — On vaginal examination with the finger 
and speculum, we may meet with any of the conditions 
already sufficiently described, viz. ;— 

The <aulifioweT excrescence. 

The mushroom-shaped variety. 

The conical ulcer. 

The nodular variety. 

Even gentle examination with the finger almost always 
causes some bleeding. The spec ulum should, as a rule, 
only be used in early ca ses ; if it is desirable to pass a 
speculum in advanced cases, Sims's speculum is the best 
for the purpose, care being taken to avoid touching the 
diseased tissue as far as possible. 

In cases where the disease has commenced a little distance 
above the os uteri, it may be necessary to evert the lips of 
the cervix with tenacula, in order to see any evidence {e.g., 
ulceration) of the disease. 

In such cases, when the finger is pressed firmly against 
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the suspected area, the tissue will usually be found to bce^ 
down if affected by a malignant growth. 

Mobility of the uterus — In early cases the uterus is 
freely movable. Later, as the growth spreads to the vagina 
and connective (issue round the cervix, it becomes less and 
less movab ie ; finally, in advanced cases, when the infiltration 
has advanced along the broad ligaments, and uCero-sacral 
ligaments, to the pelvic wall, the uterus becomes completely 
fixed . 

When the disease has reached this stage, on abdominal 
palpation we can easily feel a hard mass in the hypoga stric 
region occupying the brim of the pelvis. 

Diagnosis. — In most cases the diagnosis is easily made, 
because most cases come under observation at a compara- 
tively advanced stage, when the physical signs are charac- 
teristic. In early cases carcinoma of the cervix has to be 
distinguished from the following :— 

Non-malignant erosions of the cervix, especially those that 
bleed easily when touched. 

Chronic infiammatory induration of the cervix with occluded 
follicles. 

Slouglung fibroid polyl^i of the cervix. \ ^^^^ ^ 

Condylomata of the cervix. . . , ' 

Chancre of the cervix. ,._ , . ,.' 

,- , •„ t.i. ■ /difficulty m dm- 

Non-maligitant papilloma of the cervix, f . ' 

Small interstitial fibroid of tkt cervix. 

Corroding ulcer of the cervix. j 

The first two arc the only conditions in whJch any real 
difficulty is likely to arise. 

1. Non-malignant erosions usually improve rapidly, even 
if they cannot be completely cured, by suitable local treat- 
ment. In such cases, also, attention to the weight will soon 
clear up any doubt. 

a. Chronic inflammatory induration of the cervix with 
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ocfhtded follicles. — This may occasionally suggest the nodular 
variety of carcinomn, the little hard lumps formed by the 
ovula Nabothi simulating nodules of carcinoma. If such a 
lump is an occluded follicle, puncture gives exit to fluid, 
and the hard tump disappears. Again, the history is 
different, extending often over a long period. Here also, 
in case of doubt, weighing the patient will settle the 
question very soon. 

It is as welt to say here, that most cases, in which any 
doubt is felt by one familiar with the subject, turn out to 
be non- malignant. This is particularly worth noticing in 
connection with the two conditions just referred to, which 
are those in which temporary difficulty in diagnosis most 
often arises. 

Chancre on /lie cervix or condylomata on the ctrvix are 
rare. Suitable local and constitutional treatment, e^., 
injections of lead lotion, and mercury internally, would 
soon make the diagnosis clear. In the case of condylomata 
there would probably be other evidences of syphilis present 
at the same time elsewhere, e.g., round the vulva, anus, in 
the throat, etc. 

Sloughing fibroid polypus.- — I have known a polypoid 
malignant growth of the cervix taken for a sloughing tibroid 
polypus. The differential diagnosis has been described in 
the chapter on Fibroid Tumours (see page t86). 

Non-malignant papilloma.— \i there is such a thing, it is 
extremely rare, and certainly It is right to treat every case 
of papilloma of the cervix as if it were malignant The 
only exception to this is where there are warts, evidently of 
a simple nature, also present on the vaginal walls and on the 
vulva. 

Small interstitial fibroid of the cervix. — So long as no 
ulceration has occurred, a positive diagnosis could not at 
once be made. Watching the case for a short time, and 
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paying attenlion to the weight of the patient, would soon 
settle the matter, Fibroids in this situation are not at all 
common. 

Corroding uUer of the cervix. — This is a very rare con- 
dition, the exact nature of which is doubtful ; it would be 
right, however, to treat it as if it were a carcinomatous 
ulcer. 

To sum up ae regards differential diagnosis. — 
In practice diagnosis is seldom difficult ; in cases where we 
are in doubt the condition almost always turns out to be 
non-malignant. When in doubt, careful attention to the 
patient's weight at short intervals, with suitable local treat- 
ment to the suspicious surface, combined with constitutional 
treatment, if there is a suspicion of syphilis, will soon dear 

Duration of the disease.— The duration of life from 
the time the patient first seeks advice, may be taken on an 
average as from a year to a year and a half Some cases 
only live a few months, others may live as long as three or 
four years. Winckel mentions three years and eight months 
as the longest duration he has met with. 

Causes of death. — These are : — 

Peritonitis in 25 per cent, of cases (Winckel). 

Urmmia „ 45 „ ,, „ 

Exhaustion in most of the remaining cases. 

Rarely dealli may be immediately due to :— 

Hemorrhage. 

Emholiint. 

Treatment In early cases. 

The supra-vaginal amputation of the cervix. — When we 
meet with a case early enough to be able to remove the 
whole of the obviously diseased part, plus a surroundin 
shell of apparently healthy tissue (the broader the l 
the right treatment is by the operation known as 




supra-vaginal amputation of the cervix. The question is 
often a nice one as to whether, in a particular case, the 
disease is too far advanced or not for this operation. 

We may consider it indicated in cases where the disease 
is limited to the tissues of the cervix, and has not extended 
either on to the vaginal walls, or into the connective tissue 
round the cervix. Only those who are in the habit of per- 
forming the operation can decide in doubtful cases whether 
the disease is too far advanced for it to be possible to make 
the lines of section sufficiently wide of the disease. 

Extirpation of the uterus. — In the small minority of cases 
where the disease has extended up the cervical cana! to the 
body of the uterus, without spreading either to the vaginal 
walls, or into the peri-cervical connective tissue, the right 
treatment is extirpation of the whole uterus. For the large 
majority of cases of malignant disease of Ihe cervix, where 
the tendency, as already mentioned, is to spread to the 
vagina, and connective tissue round the cervix, and not to 
the body of the uterus, it would seem ii priori to be illogical 
to remove the whole uterus. Vet it is believed by some 
authorities that recurrence is more likely to take place at 
an early period after supra-vaginal amputation than after 
extirpation of the whole uterus (see Berry Hart, in Year- 
book of Treatment, 1889). This question has yet to be 
settled. 

As, however, the mortality of vaginal hysterectomy has 
diminished, it will be justifiable to perform the operation in 
a series of early cases of cancer of the cervix where the 
patient seems well able to stand a severe operation, where 
all the conditions are favourable, and where the di'agnoiis is 
absolutely indisputable. 

In reference to this point the following quotation from a 
leading article in the Lancet of December 27th, J890, is 
well deserving of attention. 




SUPRA- VAGINAL AMPUTATION. 

"There appears to be a movement in Germany in favour 
of hysterectomy rather than supra-vaginal amputation, but 
the enormous numbers of cases recorded seem to us some- 
what suspicious. We venture to say that such numbers 
recorded in towns which are mere villages compared to 
London, would not be equalled by the records of all the 
London Medical Schools put together." 



Description op the Supra-vaginal Amputation. 

The patient being in the lithotomy position, a vaginal 
douche of some efficient antiseptic {e^., iodine water) is 
given. Sims's speculum is then passed, and the cervix 
drawn down to the vulva. 

Drawing down the uteroa. — For drawing down the 
cervix, if the disease affects both lips, it is best to use 
volselte ; at least iwo should be at hand. It is very impor- 
tant that the traction should be as steady as possible when 
once a good hold has been obtained. A glance at Fig. 8i 
will show the relations of the cervix to the ureters. 

Anterior incision. 

Separation of the bladder from the supra-vaginal cervix. 
— The cervix is carried well back towards the perineum, 
care being taken to keep it in the middle line; a sound 
is now passed into the bladder, and the limits of the bladder 
towards the anterior lip of the cervix ascertained. Guided 
by this information, a transverse incision is made along 
the line ah (Fig. 82) through the anterior vaginal wall; 
the incision has a slight convexity towards the pubes. 
There should be at least 1 cm. (| inch) of apparently 
healthy mucous membrane in each direction, between 
the incision and the diseased area. I prefer to use 
blunt-pointed scissors for making the incis\o'c\. \\. ' 




Fic. Si.— Diagram to i]tu.slrate relations of the ureters to the cerrU 1 
vihea the pilient is in the lithotomy position, with special rererence 1 
to the operations of supra-vaginal amputation of the cerrii, and eiUr- 1 
pation of the ui 

In seven spedmens examined with reference to the distance at, 
between the orifices of the ureters in the bladder, it was found that 
this varied from ft inch to 2 inches, average value of a 3 = i-^ inch. 

In three specimens the distance dc was carefully measured, i.i,, the 
distance from the cervii to a horiiontal line joining the orifices of the 
ureters ; in two specimens it measured ] inch, and in one specimsi 

In two specimens the distances t/vere carefully determined, i,t., IhA ■* 
distance from the side of the cervix to the ureter in a horizontal line ' 
passbg through the middle of the cervix ; in one ipeciment/was } and 
in Ibe other " ratlier more than { inch.'' 

On referring to the figure, p. itj, illuslr.ating the incisions for the 
EUpra-vagina] amputatiop of the cervix, it will be seen that there is 
ample room for them withonl any risk of injuring ibc ureters. 

left hand into the bladder. There is an interval of com- 
paratively loose connective tissue between the supra-vaginal 
cervix and the bladder; and when this has been entered, 
most of the necessary separation can be effected with the 
finger. When we judge that we have cleared the cervikJ 
sufficiently in front, we proceed to the next step. 
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Posterior inoiBlon. 

Sejiarafioii of Ihe ptritoneum from the posterior aspect of the 
cennx. — The cervix is now carried well forwards towards the 
pubes. A transverse incision along the line cd (Fig. 8i) is 
then made through the posterior vaginal wal! ; and keeping 
close to the cervix, we dissect the peritoneum from its 
posterior aspect as high as is necessary to correspond to the 
height to which the anterior aspect has been cleared. Al 
this stage it Is very likely that the peritoneal cavity will be 
opened— butt on -holed ; but this is not of much importance, 
and fear of doing it should not prevent a sufficiently high 
separation being made. The cervix has now been cleared, 



anteriorly and posteriorly, but as yet the lateral attachments 
remain. 

Preliminary lateral incisions. 

Lateral incisions should be made on each side, along the 
lines rtf, 64; but they should at first be only mucous mem- 
brane deep ; made, in fact, merely as an indication where 
the actual separation is to be made when the time comes. 

Itateral ligatures. — A strong blunt-pointed pedicle 
needle armed with a strong silk ligature should then be 
passed from behind forwards, so as to include the whole 
lateral attachment. It should be made to encircle the whole 
lateral attachment of the cervix up to the height at which 
it is proposed to amputate it. This is done on each aide. 




The ligatures are tied as tightly as possible ; an( 
are very apt to slip before the second hitch is made, the 
best plan is to hold the first knot with Weils's forceps while 
the second hitch is being tied. The cervix can now be 
freed from its lateral attachments without fear of hjemor- 
rhage, if the ligatures have been properly placed, and 
rely tied. It is, however, not uncommon for the 
ligatures to loosen, and it is desirable to have WelU^ 
forceps ready to seize any large vessel that bleeds as th«: 
lateral attachment is divided. Large branches of the 
uterine artery lie in this attachment, and it is to control 
them that the precautionary ligatures described are used. 
Instead of using ligatures, Wells's forceps may be used 
before cutting the lateral attachments ; they may be left on 
for forty-eight hours. 

RemovEil of the cervix. — The cervix has now 
made clear all round. To remove it, we incise the 
terior wall till the lumen of the cervical canal is seen 
(the part of the cavity exposed should be at the level of 
the internal os) ; we then pass one or two silver wire sutures 
with an Emmet's needle, from the anterior margin of the 
stump through the cut edge of the anterior vaginal wall, 
and either twist them, or, better, fix them with Aveling's 
coil and shot. We have thus a hold on the stump. We 
can now complete the removal of the cervix, and stitch 
the posterior margin of the stump to the cut edge of the 
posterior vaginal wall in a similar manner. 

The cervix removed should be slit up, and examined, 
make sure we have removed it sufficiently high above ll 
disease. 

Any Wells's forceps on big vessels may be left on ft 
forty-eight hours. The vagina is once more douched i 
and the patient sent back to bed. 

She should have antiseptic vaginal douches every 
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hours for the first two days ; after that three times a 

The operation of extirpation of the titeras will be 
described in the treatment of carcinoma of the body of the 
uterus. 

Other modes of treatment. 

The supra vaginal amputation of the cervix, just de- 
scribed, is of comparatively recent origin. Before it was 
introduced, amputation of only the vaginal portion of the 
cervix with the ^craseur was considered the best that could 
be done. 

When we remember that the whole cervix is on an 
average about an inch long, and the vaginal portion of the 
cervix only about j inch long, it will be evident that any 
operation by which the vaginal portion only is cut off, can 
very rarely even remove all the obviously diseased tissue, 
let alone leave a good width of healthy tissue between the 
line of section and the diseased structures. 

So that cases suitable for the supra-vaginal amputation, 
include all in which amputation of the vaginal portion 
only would be suitable, and many others where the latter 
operation would be useless. 

In certain cases the ^craseur may be used merely as a 
prtlimitiary step with advantage : for example, where a large 
cauliflower-like mass blocks the vagina, and yet appi'ars to 
spring from the cervix by a constricted part, or spurious 
pedicle. Here it is convenient lo first get away the bulk 
of the growth with the ^craseur, and then examine the 
condition carefully, to see if all the diseased parts can be 
removed by proceeding to the supra-vaginal amputation. 
AVhen using the ^craseur as described, it is important to 
make no downward traction on the mass, or a part of the 
bladder may be caught in the wire loop ; similarly a portion 
of Douglas's pouch may be nipped in, and removed. In 
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one case of mine, where a cauliflower growth had extended'l 
on lo the posterior vaginal wall, this latter accident occurredf 
a piece of Douglas's pouch, an inch broad from side to 1 
side, was removed with the malignant mass. The opening 1 
was stitched with silver wire, bringing the edges of the J 
peritoneum together, and no harm resulted. The supra- T 
vaginal amputation is a difficult operation, but not a vei 
dangerous one. Hofmeier (quoted in the Year-book t 
Treatment, 1884) gives statistics of 105 operations done in I 
Schroeder's Clinique, with the mortality of 12-3 per cent 1 
I have done the operation 21 times, the patient in each -I 
case making a good recovery. 

My rule has been to perform ihe operation whenever I 
there seemed a fair chance that the incisions nece 
to remove the cervix could be made through apparently 
healthy tissue, and so it has happened that in several of 
my cases the disease has been in a considerably advanced 
stage when the operation was done. I am still inclined 
to think, however, that [he rule I have adopted is the right 
one, because, of two cases operated on, the disease being 
apparently at the same degree of advancement in each, 
in one, recurrence may lake place in a few months, while 
in the other, there may be an interval of one or two years 
before the disease returns. For example, in Case 12, in 
my series, it is now nearly five years since the operation, 
and the patient remains quite well. In this case the 
disease chiefly aflected the posterior lip, and was so far 
advanced that, judging from other cases, I anticipated 
recurrence in six months at latest. 

As regards rccunence in [he other cases ; — 
No. 3 was known to be in good health, and free from 
recurrence two years after operation. I have not seen her, 
or heard of her, since. Disease in an early stage when 
operated on. 
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No. 6 is still in good health, and free from recurrence, 
six years since the operation. 

This specimen and sections of it were shown at the 
meeting of the Royal Medical and Chinirgical Society in 
December 1892, when my paper was read "On Some 
Points in the Supra-vaginal Amputation of the Cervix Uteri 
for Cancer, with Special Reference to the Methods adopted 
in those Cases where for Two Years and upwards the 
Disease has not recurred." 

No. 9 was in good health two years after operation. 
Disease moderately advanced at time of operation. Symp- 
toms of recurrence appeared about two and a half years 
after the operation. 

No. 13, as already mentioned, i.s still free from recur- 
rence, though it is now nearly five years since the operation. 
Disease considerably advanced at time of operation. The 
specimen from this case and sections of it were exhibited 
at the meeting of the Royal Medical and Chirurgical Society 
on December 13th, 1892. The growth was a squamous- 
C el led epithelioma. 

No. 4 was in good health and free from recurrence till 
nearly twelve months after operation. Recurrence took 
place in the pelvis some distance from the stump, which 
remained unaffected to the last. Disease considerably 
advanced at time of operation. 

No. 8 was in good health, and free from recurrence for 
nine months after operation. Disease moderately advanced 
at time of operation. 

Case 16 is still quite well and free from recurrence, it 
being three years and a half since the operation. This 
patient comes every fortnight to see me at the London 
Hospital, and she is examined from time to time. There 
has never Ijeen the slightest sign of recurrence. The speci- 
men and sections of it were shown at the meeting of the 





DISEASES OF WOMEN. 

Royal Medical and Chirurgical Society in December i89>w1 
when the paper already alluded to was read. The growthl 
is a well-marked example of columnar-celled epithelioma. 

Case 17 is quite well and free from symptoms of recur-fl 
rence, it being thrct years since the operation, TheW 
growth was a columnar-celled epithelioma. The specimeilj 
and sections of it were shown on the same occasion 8 
the specimen from Case 16. 

Case 18 is still quite well, nearly two years since thu 
operation. 

Cases 2o and 21, both private cases, have been operated^ 
on only recently (January and February 1893). 

As regards all the other cases where opportunities for 
subsequent observation have been afforded, temporary 
benefit for a longer or shorter time — measured, however, 
by months — has been the result. With reference to some 
of these cases, it may have been that extirpation of the 
uterus instead of supra-vaginal amputation of the cervix, 
would have obtained for them a longer immunity from the 
disease, although in eighteen out of the twenty-one cases 
in my series, the operation appeared to be complete, i.e., 
the whole of the obviously diseased tissues were removed, 
plus a surrounding shell of seemingly healthy tissue. 



Cases of the Supra-vaginal Amputation of the 
Cervix for Carcinoma. 

In the following case the patient remained free from any 
sign of recurrence for a year and two months after supra- 
vaginal amputation of the cervix had been performed ; then 
recurrence took place on the anterior part of the stump, 
and adjacent anterior vaginal wall; this was cauterised 
very freely with Paquelin's cautery, and two years from 
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the dale of the original operation, there was no evidence 
of disease to be seen, and the patient was quite well. 

(JVi. 3 itt tie imei of 17). E. H.. age 41, matri«3 twice, had twQ 
children by hei tiist husband, no chlUren by ihe second husband, lo 
whom she had been manied lifleen years. She hod never had any 
miscairiages. Admilled lo the I/indon Hospital on February 6th, 

1886, complaininjj chiefly of a IkUk yellce disihargi, which she had 
had (or four or 6vc years ; during the last ux months, however, 
this discharge has been coloured red, at limes when she was not 
menstruating. 

On examiraitioB, a soft, papillary growth was seen growing from 
Ifae posterior lip of Ihe vaginal portion of the cervix. The area 
occupied by the growth was about ihe aiie of a siipence. The 
growth bled readily on touching it. The sound passed a distance of 

Ftbrvary is/A, 1S8G. — Supra-vaginal amputation of Iho cervix w:is 
performed. The piece removed was l^ inch long. The patient 
recovered wiihoul any bad symptom, and went home. Suttsequenlly 
she came up regularly lo the hospital, and nothing suspicious was seen 
till April 25lh, 1S87. On cxaminalion then, 1 found a red patch on 
the icar, about \ Inch wide, immediately lo the left of the e: 
to the uterine cavity ; it had not been there previously, litis was 
watched carefully ; it gradually increased in siie, and on October 8th, 

1887, the patient was readmitted. At this time there was a papillaty 
growth over an area the size of a florin; the growth involved Ihe 
anterior part of the uterine stump and adjacent anterior vaginal wall. 
The edge of the growth was overhanging. Genlle enaminatjon caused 
bleeding, and brought away fragments of the growth the siie of shoL 

On Ocleber 13/A, 1887, a carclul eiaminalion under ether was made. 
It was found to be impossible to cut out the recurrent patch, as most 
of it was on ihe anterior vaginal wall, and cutting it out completely 
would have involved catting out a piece of the bladder. The whole 
area occupied by the growth, together with a margin of healthy tissue 
round it, was, Iherefoie, very freely cauterised with Paquelin's cautery. 

Oh /OHuary 24/i, 188S, she came up to see me j she has been 
regular since leaving the hospital, and has bad no inter- menstrual 
discharge of any kind. On examination, I found thai the ulcer caused 
by the cautery had completely healed, and there was on trace of the 
te either there, or elsewhere. 
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I the heaitfiy i 
a mark left by Spencer Wells's forceps on the spccl- 
nation of the continuation of the cervical canal at 
al ulcer ; J. The posterior lip. 



OS U a cavity admilling the flngei as far as the root of the nail (Fig. 83). 
The walls of the cavity nte formed by hard tissue. Examination 
causes a little bleeding, and the linger on withdrawal has an offensive 
odour. In passine (he speculum the appearance shown in Fig. 83 is 
seen. The uterus is freely movable. Most of the excavation is in the 
anterior lip of the cervii, but there is superficial ulceration of the 
posterior lip also. 

O/erafinH on July 30lA. — The supra-vaginal amputation of the ci 
was performed. At Urst sight it appeared as if the disease had 




the riglit h[p, and down the right leg. This had coroe on quite recentljr, 
and wit9 preceded by numbness in the leg. The cicatrix was perfectly 
healthy, and the remaining part of the uterus freely movable. In the 
right posterior quarter of the pelvis there was felt a lump the iiie of 
a cherry, hard and (ixed. There was an inch or more of healthy tissue 
between this tump and the uterus, 

ktadmittid la the hosfUal, Sfptember wlh, 1887.— Has continued 
to Eufrer severe pain in the right hip luid leg. For some weeks post the 
right lower extremity has been swollen. On admission it was seen to 
be considerably larger than the left ; great tenderness in the region of 
Scarpa's triangle. There was, in fact, phlegmasia dolens of the right 
lower limb. The scar left by the operation was still quite healthy, and 
the uterus freely movable ; the lump in the right posterior quarter of the 
pelvis was, however, now the siie of a walnut, but there was an interval 
of healthy tissue between it and the uterus. 

From this time she gradually went down hill, and was never free from 
pain except when under the influence of morphia. She often required 
as many as five injections of one-third of it grain each in the twenty-four 
hours. On October i8lh she weighed only 8 st. 13 lb. 

Nmtntber 'jlA. — A little hard nodule was noticed in the skin on right 
side below the breast, freely movable over the subcutaneous structures, 
bul adherent to the skin, which was red over it 

On November i^ih she weighed 8 st. S) lb, December lolh, left 
hemiplegia, and facial paralysis of leftside. Sensation apparently normal. 
Patient has not been noticed to be unconscious. She is not very clear 
in her understanding, December 39th, 1SS7, diet/. No post mortem. 
There was never any recurrence in the scat left by the operation, nor 
any lump perceptible on simple abdominal palpation alone, but the 
lump in the right side of the pelvis became somewhat larger before her 
death. She had been troubled with occulonal vomiting since her 



The next case illustrates the treatment of cancer of the 
cervix complicated by pregnancy, the malignant growth not 
having passed beyond the reach of radical treatment. It 
also shows that Douglas's pouch may be opened freely with 
impunity, if proper precautions be observed. 

L. E. M., age 39, married twelve years, has 

;eBl the sixth month of prc^tuuicy. 
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I perronned sap rn- vaginal ampatition of ihe cervix. I opened 
Douglas's pouch to an exlenl of nboul Iwo inches in a transverse 
direction, and waa thuE enabled to get well ainve tiie diseo^. A 
somewhat quadrilateral piece of Ihe periloneum covering the posterior 
aspect of the supra-vaginal cervix was removed, adheienl to the 
specimen (Fig. 87I. 

The interval allowed for involution to proceed before undertaliing 
the operation, must no doubt have diminished the blood supply ; never- 
theless, al the time of Ihe operation, the parts were still very vascuhir ; 
this will be evident from the fact that the patient went back to bed 
with three pairs of Spencer Wells's large pressure forceps, and six 
pairs of the oidinarj size, left on. These were removed forty.eight 
hours later. It should be mentioned that the opening in Douglas's 
pouch was closed with three silver sutures. Great care was taten to 
do everything as antiseptlcally as possible, but of course the spray 
was not used. The patient had moderate fever for a few clays after 
the operation, but after the lirst two days there was nothing in her 
condition (o occasion anxiety. The sutures were removed on Ihe 
tenth day. 

Fig. 85 shows the appearance of the cauliflower mass removed with 
the A:raseur on December a^lh, 1887. 

Fig. 86 shows the cervix after removal by Ihe supra-vaginal amputa- 
tion on January l8lh, 1888, 

Fig, 87 shows Ihe posterior aspect of the same specimtn, and the 
quadrilateral piece of peritoneum removed with it. 



Twenty-one cases of the supra-vaginal amputa- 
tion of the cervix for malignant disease. 
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Caiici % 1 1, 13, 17. 10, and ai were private cases ; the othem were 
opttaled on nl the London Hospital. 

It will l)e seen that in Cases 3, 6, 9, ra, 16, and 17 (six 
out of fifteen complete operations, where it is two years 
and upwards since the operation, or 40 per cent.), the 
results as regards the period of immunity secured have 
been very satisfactory, All the twenty-one cases recovered 
so far as the operation itself is concerned. 

The specimens from 6, 11, ifi, and 17, and sections of 
them, were shown at the meeting of the Royal Medical 
and ChirurgicaJ Society on December (3th, 189a, when 
my paper on the subject was read. While, in my opinion, 
the majority of cases of cancer of the cervix that are suit- 
able for operation can be adequately dealt with by the 
supra-vaginal amputation, I quite recognise that there are 
exceptional cases which require total extirpation; and three 
of ray seven total extirpations for cancer have been for 
cancer of the cervix. Cancer of the vaginal portion of 
the cervix, when the case is fit for operation, certainly 
requires only the supra-vaginal amputation ; cancer of the 
supra-vaginal cervix is less readily diagnosed, and in many 
cases has spread outwards too much for the case to be 
suitable for either supravaginal amputation or total hys- 
terectomy. When it is met with in a fairly early stage, 
probably vaginal hysterectomy is the operation that had 
better be performed. 
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Treatment in advanced caaes. — Here we can 
only treat symptoms ; that is to say, our treatment is 
directed : — 

1. To checking the htemorrhage. 

2. To diminishing the offensivencss of the discharge ; 

and 

3- To relieving the pain. 

To check the heemorrhage. 

Genera! Ircatment. — Ergot, either in the form of etgo- 
tine pills, or of the liquid extract, may be prescribed ; the 
patient should remain in bed whenever the bleeding is 
considerable. 

Local treatment. — Plugging. — If the bleeding is very pro- 
fuse, it will be right, as a temporary measure, to plug the 
vagina. This should be done through a Heywood Smith's 
speculum, not passed in far. 

The vagina is then filled with tampons of salicylic wool, 
dipped in glycerine of tannic acid, each tampon having a 
string attached ; or ferrodised cotton may be used instead 
of salicylic woo!. 

The curette. — When there is a sofi growth, such as a 
cauliflower excrescence, even when it has advanced too 
far for the case to be suitable for supra-vaginal amputation 
and complete removal of the diseased tissue, much tem- 
porary improvement may be secured by thoroughly scraping 
away all that the curette can be made to remove. Simon's 
sharp spoon (Fig. 88} answers well for this purpose. After 
using the curette, we may obtain somewhat better results 
by.- 

(a) Applying the actual cautery to the surface that has 
been scraped; or, 

{&) By applying caustics to it. 

Marion Sims recommended chloride of zinc solution 
(300 gr, to 3j.) for the purpose. 
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Tampons of wool squeezed Tairly dry out of this solution 
are packed into the cavity ; below them other tampons a 
packed, soaked in bicarbonate of soda to ~ 

prevent the caustic injuring the vagina. All 
the plugs are removed in twenty-four 1 hours. 
Subsequently the vagina should be douched 
thrice daily with an antiseptic lotion, till 
the slough caused by the caustic separates"; 
this occurs in about a week's time. 

The following case illustrates -both the 
kind of case suitable for the application of 
caustics, and the details of the method. 

J. P., age 47. mairied Iwenty-six years, one child, 
twenty-three years ago, iu> miscarriages, was sent up 
to ine by Dr. Comer, on Febmary jih, i8S8, as a 
case of wlvaneed malignant disease of Ihc cervix, 
with > request [hat I would da "whatever could be 
done for her in ihe way of local treatment, 

Hitlmj ef Ike fmcnl I'fffMJj.— Menstrual ion has 
been trr^ular during the la^t seven yeais, severe 
flooding alternating with periods of amenorrhcca. 
During the early months of 1S87 she had no dis- 
charge between hei periods. Since June 1887 she 
has been losing some blood every day, and there 
have been flooding! also during this lime. 

Some time between June 1SS7 and Chriitmai 
1887 she began 10 have pain in ihe left iliac region, 
which has persisted. She has noliced herself gelling 
thinner since June 1S87. There has never l)een any 
olTensive discharge. 

ffali on aJmiuioH.-'ln the situation of the vagimtl 
portion of ttic cervix, there is a mushroom -shaped, 
soft growth, convex downwards. Ii bleeds freely on 
touching it. The ulenis is much less movable than Fic, 88. 
il should bt, and Ihe growth has evidently extended Simon's 
to Ihe vaginal walls. The case was, iherefore, too Sharp Spoon. 
far advanced lo be suitable fiir the supn-viginat unpnlalloii. ' 
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Ftbmaiy 14/A, 1888.— Under ether I scraped away ftll the soft ; 
of the growth with Simon'i sharp spoon ; the result of this 1 
leave a cratcr-lilte cavity in the situation previously occujMed by t 
powth. I now applied Paquelin's cautery freely to the whole of Q 
diseased surface, and painted it over with puie carbolic acid. 

Oti Fibmary ioih, as the patient had experienced n 
from the treatment, I was eocouraged to apply caustics. The cavity 
left after the scraping was packed with plugs soaked in chloride of linc 
solution (300 grains to Jj.), and the vagina filled with plugs squeezed 
out of alioDg solution of carbonate of soda. The plugs were removed 
in about thirty hours (having, indeed, been accidentally left in rather 
longer than was intended). 

Ftbruary fjlh. — A yellowish- white slough was removed from the 
vagina. It was in one piece, and formed a complete cast of the ulcerated 
cavity in the situalinn of the cervix, and of the upper poit of the 
vagina. lis measureroents were as folloivs ;— Length 3) inches, breadth 
af inches, thickness 1 to J inch. Tht laeighl of the slough was 1 oz. 
165 grains. It had no smell whatever. The diseased area from which 
it had separated had the appearance of a healthy granulating surface. 

The patient had exceedingly little discomfort following the appli- 
cation of the caustic, but from February 20th to February 37th she 
had moderate fever, the temperature reaching iof4° at night 
After separation of the stough the temperature became normal. 
Weight on February 4th, 1888, 7 st. Si lb. ; weight on March Sth, 
7 St, 4} lb. (allowing for the fever, and the haimorrhagc inseparable 
from the scraping, this is salisfnclory). Before the present illness began 
she weighed 9 si, 

June 4AS, 1B88.— Has been very comfortable since leaving the 
hospital. Has had no discharge or bleeding to speak of, and feels 
het strength and general health greatly improved. 

The cavily left by the treatment adopted has contracted very much, 

so as just to admit the linger easily. The edges of the cavity show a ' 

papillary red growth, only projecting about \ inch from it. 

Weight 7 St. 131b. 

July tfth. — There hos been a little more discharge si 
seen. Weigh! 7 st. g lb. 




By the use of the curette, followed either by cauteryJ 
or by the application of caustics, the bleeding is dimin- 
ished, and the discharge either ceases to be ofTensive, 
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becomes much less ofTensivc, till enough time has elapsed 
for fresh portions of the growth to die, and become 
putrid. 

The fever, from which these patients suffer, also dis- 
appears till tlic discharge again becomes offensive. 

To diminish the offensiveness of the discharge. — 
Injections of iodine water (5ij. to Oj. water) two or three 
times a day, or of weak carbolic {one to sixty), or merely 
of lead lotion, will be useful for the purpose. As already 
mentioned, scraping with the curette, or sharp spoon, While 
it checks the hEniorrhage, is also the most efTeclual I 
of lessening the offensiveness of the discharge. 

To relieve pain. — For this purpose we use either sup- 
positories of morphia (containing j grain of morphia), or 
hypodermic injections of morphia. It is well to postpone 
the use of morphia as long as possible, till in fact the 
pain is really severe, because the doses have soon to be 
increased, or repeated at more frequent intervals, to obtain 
relief. 

Soreness of the external parts produced by the 
irritating discharge may bn relieved by applying ung. 
zinci oleati (B.I'.), or some similar soothing prt;paration. 
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CHAPTER XII. 
Carcinoma of the Body of the Uterds. 

This is a much rarer disease than carcinoma of the cervix. 
Less than 2 per cent, of cases of carcinoma of the uterus 
are cases of primary carcinoma of the body (Schroeder). 

Origin. — I. It may begin in the deeper parts of the 
glands, and so form nodules which are at first in the 
thickness of the uterine wall ; as they grow, they form 
projections either towards the peritoneum, or towards the 
mucous membrane. 

2. It may begin more superficially, and then produces 
usually papillary masses projecting into the cavity of the 
uterus ; this is the form that the disease most commonly 
assumes (Fig. 89). 

Rarely, it causes a general thickening of the mucous 
membrane. 

Etiology. — Age. — Most cases occur in women between \ 
the ages of fifty and six ty. 

Fertility. — Among patients suffering from cancer of tl 
body there is a m uch larger proportion of ste rile wor 
■ of those suffering from cancer of t 
cer\-ix." 

Symptoms. — These are the same as in carcinoma <A\ 
the cervix. 

Hamorrhage ; 

A discharge, which sooner or later becomes offensive J 
and — 
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Pain, — But whereas in carcinoma of the. cervix pain is 
a late feature, in cases of primary carcinoma of the body 
it usually occurs early, and is extremely severe. 

Fhyaical signs. — In comparatively early cases we find 
the vicinal portion of the cervix normal ; on bimanual 
examination, the body of the utenia is found to be en- 
larged, and Ihc uterus is freely movable. The speculum 



Fic. S9.— Carcinoma of tlie l>ody of the utenu ('Sit J. V. Simpson). 

will show a sanious discharge from the external os, and 
portions of brain-like material are often mixed with it. 
The dischai^e at this stage is usually offensive. Gentle 
passage of the sound shows that the uterus is enlarged, 
and its withdrawal is followed by a little more bleeding 
than was taking place before using it. Even at this com- 
paratively early stage, the patient may present the appearance 
of the cancerous cachexia. 

Jn advattetd cuxm.— The ulcnis is fixed, partly iiy peri- 




tonitis, but also by extension of the disease along the broad 
ligaments. 

Diagnosis. — Certainty in diagnosis can only be attained 
by dilating the cervix. The finger is then passed into the 
cavity of the Ixjdy of the uterus, and recognises some one 
of the conditions described above — usually soft, friable , 
papillary masses^ Sometimes we may find that the endo- 
metrium is hard an d irregular, the growth being tough, so 
that nothing can be removed by a curette for examination. 
Here the diagnosis is to be made by taking all the circum- 
stances into consideration, and by recognising that there 
is no non-malignant condition known to us clinically that 
would account for the state of the inner surface of the 
uterus. I had a case of this kind recently, and on the 
grounds referred to, having concluded It was malignant, 
I extirpated the uterus. Subsequent examination with the 
microscope showed the growth to be a typical carcinoma. 
If doubt exist as to the growth, a portion can sometimes, 
but certainly not always, be removed for subsequent ex- 
amination with the microscope ; to be of any use such a 
piece must be large enough to be hardened, and to allow 
of sections being cut. In practice, taking the history, the 
age of the patient, and so on, with the presence of such 
masses as those mentioned in the body of the uterus, there 
can be little doubt as to their being malignant. 

Among conditions which might be mistaken for malij 
nant disease of the body of the uterus are : — 

Jn old people. — Senile endometritis. 

In younger people. — 
Fibroids. 

Retained products of conception. 
Fungous endometritis. 

Senile endometritis. — ^This is a condition in which, clini- 
cally, a differential diagnosis is frequently required. In 
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such cases iherc is a purulent discharge, which may be 
slightly blood-stained from time to time, and the discharge 
may be offensive. 

But in senile endometritis : — 

As to Ike symptonii.—'Wvae. is no wasting . Pain is either 
absent, or sl ight^ 

As to the physical signs. — The body of the uterus is 
slightly, if at al l, enlai^ ed, and indeed it jmaj be ^uite 
small J after dilating the cervix, the finger finds the surface 
of the m ucous membrane q ^ uite smoo th. 

In younger people there is always a strong probability 
against tlie presence of malignant disease of the body of 
the uterus. 

/Fi/v/ai.— The diagnosis is sometimes a mailer of some 
difficulty. Generally, however, in the case of fibroids, there 
is a history of symptoms extending over a long period — at 
all events over a longer period than in cases of carcinoma. 
The pain also is often much more severe.in those suflfering 
from cancer of the uterine body than in cases of uterine 
fibroids. When there is any doubt, it is well not to delay 
dilating the cervix. In one of my own cases successfully 
treated by extirpation of the whole uterus, 1 was for 
some time inclined to regard the case as one of fibroids. 
Fortunately I dilated the cervix, and felt the friable papillary 
masses diagnostic of cancer. 

As to retained products of conception. — The mere fact that 
the patient has been pregnant establishes a probability 
against malignant disease of the body of the uterus, a 
probability which is stronger the more children she has 
had. There will not be the rapid wasting, and probably 
not the severe pain of a carcinoma of the body. Nor will 
the discharge be found to contain the dibris of brain-like 
appearance and consistence common in carcinoma of the 
body. 
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Dilating the cervix and removing the mass thoroughly 
with the finger or curette (with all the precautions essential 
in every inlra-uterine manipulation) will be followed by 
a rapid recovery. ^Vhereas, if the intra-uterine substance 
had been malignant, this treatment would produce only an 
improvement of a very temporary nature. 

Fungous endometritis. — A doubt occurred at one time 
in the case narrated at page 151, as to whether it might 
not be malignant disease of the body; the age of the 
patient, the dura tion of the symp toms, and the absence of 
qflensive. disdiarg^,and_gain, were the points relied on in 
excluding it. 

Subsequently a microscopical examination of the material 
removed (and the complete recovery of the patient) showed 
that it was a non-malignant formation. 

Treatment, — As in the case of carcinoma of the cervix, 
the treatment differs according as the disease is in a com- 
paratively early stage, or in an advanced stage. 

In early eases. — Given that the case is in an early stage, 
that is to say, that we are as certain as a careful examination 
under an anaesthetic can make us : — 

1. That the uterus is freely movable ; 

2. That no thickenings can be felt in the direction of 
the broad ligaments, or utero-sacial ligaments, such as 
would probably mean extension of the growth in those 
directions ; and 

3. That the enlargement of the body of the uterus is not 
so great as to preclude its removal per raginam,^ — 

The right treatment is to extirpate the uterus through 
the vagina. 

The mortality of this operation, according to Dr. W. 
Duncan's statistics, published in 1885, is 28-6 per cent,* 

A greatly diminished rate of mortality for this operation 

■ Tram. Ola/. Soc., London, vol. xmii. 
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has been reported since then by difTcrent operators, e.g., 
io'5 per cent by Bokelmann ; but many of the cases (all 
Bokelmann's) were cases of carcinoma of the cervix. In 
such cases the difficulties of the operation are very much 
less, because the body of the uterus is of normal size. I 
have' extirpated the uterus per vaginam seven times ; three 
times for cancer of the cervix — one of these cases died — 
and four times for primary cancer of the body of the uterus. 
All these made a good recovery, although in three of these 
cases the operation was very difficult, owing lo the size of 
the uterus. In the only case of this operation I have lost, 
that for cancer of the cervix, the operation, as an operation, 
was relatively quite easy. It seems to me that extirpation 
of the uterus is a severe operation, and a severe trial of the 
vital powers of the patient. It should be a sine giiA non, 
when the operation is contemplated, that tlie patient's con- 
stitution, so far as can be ascertained, is thoroughly sound. 



Extirpation of the whole Uterus per Vaginam. 

The first steps of the operation are the same as in supra- 
vaginal amputation of the cervix, \iz., the drawing down of 
the uterus, the dissection of the bladder from the anterior 
aspect of the cervix, the incision through the posterior 
v^nal wall, and the separation of the lateral attachments 
of the cervix as high as the internal os. Throughout careful 
antiseptic precautions are employed. What I do is to 
squeeze a sponge hlled with hot i to 40 carbolic lotion over 
the parts from time to time during the operation. 

Douglas's pouch is now opened with scissors close to the 
cervix, and the opening enlarged transversely till two fingers 
can be passed through into the peritoneal cavity. The 
vesico-uterine pouch of the peritoneum is then to ' 
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Opened, the fingers of the left hand in the peritoneal cavity 
indicating the proper situation, i.e., close to the cervix in 
front . 

Now the uterus is clear in front and behind, and is 
attached only by the broad ligaments on each side. If 
possible, the uterus is now to be retroverted, and its fundus 
brought out through the opening in Douglas's poucb. A 
blunt pedicle needle, threaded with a long piece of No. 5 
Chinese twist, is now thrust through a suitable place in the 
broad ligament, from behind forwards ; the loop is caught 
anteriorly, and the needle withdrawn. One of the loose 
ends of the ligature is now carried up with a pair of Wells's 
forceps behind the broad ligament and over its upper 
border; this ligature is caught, taken out of the forceps, 
and brought over the anterior aspect of the broad ligament, 
passed through the loop already there, and tied to the other 
free end of the ligature. This is done on each side, and 
then by cutting through the broad ligaments the uterus is 
freed. As an additional precaution, pressure forceps may 
be used to clamp the broad ligaments. Some operators, 
myself among them, rely on pressure forceps entirely, and 
use no ligatures. The pans are now thoroughly douched 
with hot t to 40 carbolic; some close the wound in the 
peritoneal cavity, some leave it open, I prefer to leave it 
open, and to pack the vagina with carbolic gauze. The 
gauze is taken out in twenty-four hours, and frequent anti- 
septic vaginal douches started ; any pressure forceps left on 
are removed forty-eight hours after tlie operation. 

If during the operation it happens, as is very likely to be 
the case in cancer of the body, that the uterus cannot be 
retroverted and brought through the opening in Douglas's 
pouch, the operator must tie or clamp the lateral attach- 
ments of the uterus, and cut through them piece by piece, 
as best he can manage. This was the method I had to 




adopt in my first case, the body of the uterus being so 

large. 

The following is an account of the first case in which I 
extirpated the uterus for cancer of the body : — 

A. R., age 58, a washerwoman, married in 1859 ; the husband left 
her three and a half months aftct marriage ; had one child slillbom. 
No miscairiages. Admiilcd to ihe London tiospilal, February ajtb, 
18861 complaining of having 1>een constantly " unwell " for len months, 
and for the last two months of having had very severe pain at the 
bottom of her stomach, reaching down the thighs to the knees. Also 
she had had a watery discharge slightly coloured with blood, ond a 
little ol&nsive at times. 

Family hiilory.—'So history of cancer or phthisis. 

History »f Ikt prcstnl i/lness, —The symptoms first appeared ten 
months ago, as above mentioned. Shortly before the commencement 
of her illness she had lost some money in her business, and fretted a 
good deal about it. 

/h Afay 1S85 the first thing she noticed was that she became "un- 
well " very suddenly ; the discharge was of a deep-red colour, and came 
away in clots. She had no pain, and the dischai^e conluiued for six 
weeks or two moDtbs ; it then left her for a day or two, but come on 
•gain as badly as ever. She lost flesh, and latterly has lost her appetite. 
The pain and the watery reddish -yellow discharge came on about two 
months before admission, the pain a little before the discharge. For 
the last month the discharge has "been ofii^nsive. 

The pain soon became very <ievere indeed ; she Fell il most in the 
hypogastric region, and down the inside of her thighs as far as the 

Firnt of all it was of a throbbing character, and lailerly like some- 
thing cutting her severely. The pain was always much worse at 
night, and kept her awake ; she wa> often " doubled up " with the 
pain; it was never relieved by lying down, but, if anything, worse. 

Maulrual hislary, — The only feature of interest was that the meno- 
pause occurred compaialively early, in 1866, when she would be only 
thirty-eight. Since then she had ' ' seen nothing " till len months ago. 

Fmml ilaU. Fibrvary if>th, iS36.— Abdomen a little prominent 
betow umbilicus ; a little, but not very, tender ; abdominal examina- 
tion detected nothing else abnormal. 

I'uAu.^Somc erythematous vulvitis, such as is produced by 





discharges. On asking the palienl tt 
escaped from the vagina. 

Vaginal examinatiim, —Vagioa short ; one very shaqi " bridle "' ruiw 
from the left side of the cervix to adjacent vaginal wall. Vaginal 
DDclion of cervix normal. An irregular hard lump the size of a cob- 
nut felt posleriurljr, apparently in supra-vaginal cervix. EiaminatioD 
causes a great deal of pain. Chloroform was therefore given, and R 
thorough examination made. The uterus is freely movable. The 
body can be felt bimanually lying to the right of the middle line, 
the position being one of anleversion ; body enlaiged. Through the 




Fic. 90.— Primary carcinoma of the body of the uterus. This is a 
drawing of the ulems extirpated per vaginara in the case of A. R. 
The ulems has been laid open along the left side. The growth in 
the cavity of the body has a papillaiy surface. The cerrii is healthy. 
a. Vaginal portion of the cervii ; *. Cut surface of uterine wall ; 
c. Part of the mucous membrane of the body that has not been in- 
volved by the growth; it. The malignant growth; ///. Cut edge of 
peritoneum. 

»pcculum, before pa-ssing ihe sound, some blood-stained discharge wai 
seen escaping from the external os. Small fragments of soft, brain- 
like material appeared in the discharge escaping a/t/r passing the 

AfanA ur, 1886.— Utervts extirpated per vaginam. The operation 
lasted one hour and forty-eight minutes. The uterus on removal 
was found to weigh seven ounces (the weight of the uterus in a woman 
of tifty-eight would be normally one ounce or less) ; on opening it att 
extensive papillary growth WM seen projectinE into the cavity of the 




aJsQ examined 



body (Fig. 90), Scclions of Ihe Erowths i 
by Profesior Victor Morslej, and pronounced t 
SectloDS of the nodule left in the supra-vaginal ct 
b; him. It proved lo be an ordinary fibroid. 

Suisfqutni pregrtsi. — Highest temperiture on the evening of March 
and, loz'z''. From and including March Jtli, temperature was normal, 
and patient made an unintemipted recovery. 

Previouii lo the operation the Icmpcratuie reached about too° at 
night, falling to normal in the morning. 

The patient was seen from time to time subsequently. She enjoyed 
good health, and was free from pain. In October 1SS6 an examination 
was made, and no return was found. She vi^!, not seen again until ihe 
end of January tSSy, when, though about her work as usual (mangling), 
she hod been getting thinner again, and for about a month had bad bad 
pains across lower part of the back, and down the left leg, and a 
profuse watery discharge, at times red ; but she has not lost much 
blood 1 she has been suffering from boils. She would not be eiamined 
on that occasion, and it was not for some week or two after that an 
examination could be obtained. On vaginal examination then, a lump 
the eiie of nn orange was felt filling the upper pari of the vagina ; it 
was fixed, and the surface towards the vagina was ulcerated, and bled 
readily. 

Patient was readmitted to the hospital, and gradually went from bad 
lo worse, dying on July 7th, 1SS7 — sixteen months and seven days after 
the operation. 

For some weeks before her death a hard mass could be felt in Ihe 
umbilical region. 

Put murftm.— There was found some recent adhesive peritonitis in 
Ihe pelvis ; a hard mass occupied (he greater part of the pelvic cavity, 
particularly on the left side. The raoss in the umbilical region was 
a the lumbar vertebrae, and wns the size of an orange; 
be due to secondary deposit in Ihe lumbar glands, 
iis of the left kidney. No secondary deposits in the 
ir other organs. 

Right kidney fairly normal, but its capsule could not be separated 
without cau^ng some tearing. There had been no symplbmi of 



found lying 
it appeared t 
Hydronephro! 
liver, tungi', 1 



Remarks. — This patient, then, had abotit ten months 
if renewed health and comfort, such as enabled her 




SARCOMA OF THE UTERUS. 

Age. — In the same series the ages were as fo!lo\ 

2 under ao. 

3 between 20 and 30. 



2 „ 60 „ 
I over 70. 

The Bymptoms in advanced casts are the same as in 
carcinoma. 

In early cases the discharge js jaid^o he less offe nsive, 
and pain less marked. 

D iagnoB&^T h e question will be, in each particular 
case, is the disease malignant ? {i.e., carcinoma or sarcoma), 
or non-malignant ? And the non-malignant conditions from 
which sarcoma has to be diagnosed are the same as those 
mentioned under carcinoma. The following rare case 
was one of circumscribed sarcoma of ihe body of the 
Uterus, with secondary nodules in the vagina, and also in 
the lungs. 

EL L., M. 50, married twenly-nine jrears. eight children, the last 
etcven yean ago, no miscafriftgeii, was adtnitied to (he London Hcn- 
pital, June I7lh, 1SS5. She complained of having hod a sudden attack 
of flooding about a month ago ; iL lasted an hour, and she lost a pint oX 
blood. Two Hays after she had another siniilai attack ; since then the 
was confined to bed till she came lo the hospital. She once tried to 
walk across the room aboat a week after the second attack of bleeding, 
but the excTlion wai immediately followed by a third flooding. After 
each flooding she fainted and vomited, but Ihe attacks were not attended 
by any pain. She has been losing flesh the but three months, and for 
the lost three or four months has had a watery discharge from Ihe 
vagina of a "dirty" colour. A month ago (that is, about ihc sn 
time the Hooding came on) the noticed a lump protruding from the 





Xbe espOMd Hbce of ibc bms is iadittUKtlT airided by radiating 
tfrtom bito <l>f loliei. On tndoe >t iqs t^l>' i"*^ '" fimsd to be 
tgaOuA to Oie porterior ragbJ "A bym broad pedide, which alcnds 
j,,,,,nrtrtj M fa t» the poiteriot edge of Ae "P»»l <«fi««- 
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The part of the tumour tliat is within the vspna is covered with 
vaginal mucous membrane of a pale pink colour, like that elsewhere 
ID the vagina. Bui this covering ceases abruptly where the 
exposed to the aii, and, as already mentioned, Ihe surface of the exposed 
portion is of a greenish -black colour. 

About half an inch up the vagina on the righl side, a second mass the 
aze of a walnut is to be felt beneath Ihe mucous membrane. At the 
tnosl prominent part of this moss ii an area the size of a threepenny 
piece, of a dark purple colour. Here Ihe vaginal mucous membrane 
hiu liccomc attached to the subjaceot growth, and hat ulcerated. 
Elsewhere tbe mucous membrane covering the tumour is normal. The 
mass has an clastic, semi- fluctuating feeling. 

f'Vfnu.— The condition of parts in the v^na interferes with a salis- 
(octoiy examination of the uterus, but it feels heavier than normal, 
and freely movable. 

The Lcmperalure since admission has varied from nonnaJ to 100-4'', 
Patient is thin and sallow ; her general appearance suggesls malignant 
disease ; a gland can be felt in each groin, hut neither of them is 

On July and, 18S5, Ihe growths were removed, and after Ihetr 
removal (which was easily efTcctcd) a careful eximinalion was made, 
the patient being still under the influence of an ana^thctic. 

The uterus was freely movable ; lis surface appeared smooth, and 
free from any irregularity. The sound passed 3I inches without causing 
any bleeding. 

After the a|>eraliaR the patient had an attack of septicemia, from the 
eflecti of which she sank on July 7tli. 

y\jj/ marltm. — Three distinctly circumscribed growths, of a deep red 
colour and soft consistence, were found in the walls of the uterus. The 
latest occujned the thickness of the uterine wall at the fundus. It 
measured vertically l| inch, and horiiontnlly i\ inches. The peritoneal 
BurTace o( the uterus opposite ihji growth was discoloured, and of a 
pnrple lint, but wai quite smooth. The lowest growth was partly in 
the wall of the cervix, partly in that of the body of utcnu (sec Fig. gi). 
There was no peritonitis. There were numerous secondary growths 
al>oui the sixe of peas, but individually varying considerably in size, in 
both lungs. None elsewhere. The kidneys were granular. 

Microscopical examination of the growths showed that they were 
d and spindle-celled sarcomata. 
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CHAITER XIII. 

Diseases of the Fallopian Tuiit-s. 

Congenital peculiarities. — The chief one is [he existence 
of two or more openings surrounded by fimbrire, two or 
more accessory fimbriated extremities, instead of one. In 
the hundred cases I examined, this condition was met with 
six times ; in most of these, but not in all, the accessory 
opening communicated with the main tube. 

Inflammation of the Fallopian tnbes. — Salpingitis. 
— This is an extremely important affection as proved by 
post-mortem room investigation. During life we can only, 
as a rule, infer that it is playing a part, or has played a 
part, in producing the morbid condition that is present. 
For example, in cases of pelvic peritonitis following labour, 
it is certain that in most, perhaps in all cases, the sequence 
of events is — endometritis, salpingitis, and extension of the 
inflammation from the tube through the open fimbriated 
extremity, producing pelvic peritonitis. If the patient 
recoA'ers, we cannot prove the existence of the salpingitis ; 
but if she dies, we may actually see it, as I remember doing 
in a case of puerperal fever, fatal a short lime after delivery. 
There was evidence, post mortem, of corporeal endometritis ; 
the fimbriated ends of the tubes were open, pus could be 
pressed out of them, and patches of lymph were seen dis- 
tributed over the pelvic peritoneum generally. In this case 
it is to be noted that the fimbriated ends of the tubes were 
open. This must have been because the inflammation of 
the pelvic peritoneum immediately external to the fimbriated 
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Etiology and morbid anatomy. — From what has been 
said, it will be evident that the etiology of salpingitis is to a 
great extent, if not entirely, that of corporeal endometritis. 

Therefore we may expect to meet with salpingitis : — 

1. Following labour or abortion. 

2. In cases of gonorrhceal or simple vaginitis, by ex- 
tension, 

3- In cases where the endometrium has been directly 
injured by tents, or other instruments. 

4. As one of the morbid conditions produced by cold 
during menstruation. 

5. In certain fevers. 

6. A tubercular salpingitis is also met with. In such 
cases there is usually tubercular mischief in other organs. 

In fad, whenever there is corporeal endometritis, sal- 
pingitis is likely to occur by extension of the inflammation 
along the tubes. 

When the inflammation has readied the fimbriated 
extremity of the tube, pelvic peritonitis is set up in its 
neighbourhood. Provided the pelvic peritonitis be of the 
adhesive variety, what happens is, that the fimbriated end 
of the tube is closed up, being as it were glued to the 
ovary, and all trace of the fimbria is usually lost. 

Subsequently the tube may become dilated by accumula- 
tion of the inflammatory secretion. Whether in a particular 
case dilatation occurs, or not, seems to depend on whether 
there ia free escape for the secretion towards the uterus, 
or noL 

In many cases of dilated tubes, we do And that there 
is a communication open towards the uterus — that the 
canal is not closed in this direction, but in such cases we 
find the channel of communication very fine and tortuous, 
80 that there is practical occlusion. When the channel 
towards the uterus is narrow, we can easily understand that 
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by the Idnkii^ of the channel. The outer two-thirds of 
the tube is the part most liable to become dilated ; the 

sausage-like swelling formed is largest at its outer part, and 
the whole swelling is usually more or less distinctly sub- 
divided by annular constrictions into two or three com- 
partments, which, however, communicate freely with one 
another. 

Dilated tubes are classified as either hydrosalpinx, pyo- 
iiilpinx, or Hamatosalpinx, according to the nature of their 
contents. 

In hydrosalpinx the fluid is usually clear and yellow; 
occasionally it is milky. So long as the contents are not 
distinctly purulent, and arc not composed of blood, it is 
best 10 classify a specimen as one of hydrosalpinx. 
In pyosalpinx the dilated tube contains pus. 
In h3:;matosalpinx the tube contains blood. 
Fre<iuency. — I examined the condition of the pelvic 
organs with special reference to this question in a scries 
of a hundred Iwdies taken as consecutively as possible in 
the post-mortem room of the London Hospital ; dilatation 
of the Fallopian tulies was found in sevintttn of these cases. 
In 5 cases there was pyosalpinx. 
In 8 „ „ hydrosalpinx alone. 

In 4 „ „ hematosalpinx. 

There was evidence of pelvic peritonitis in all the cases- 
Whatever be the cause of salpingitis, it is a cause which 
tends to affect both tulies. In thirteen out of the seven- 
teen cases both tubes were dilated, and of the remain- 
ing four (where there was dilaLition only on one side), in 
two only was the Fallopian tube on the undilated side 
normal ; taking as the essential characters of a normal 
Fallopian lube the presence of an open fimbriated extremity, 
and of a channel in communication with the cavity of the 




Fig. 95. — Double hydrosalpini wilb hroad adhcaicms between the 
dilated tubes and ailjacenl pai» (Wmcket). The uterus and its 
appGndsgPS are seen from behind. On (be left side there is a soull 
ovarian cyst as well as a dilated Fallopian lube. Tiiia sin., left lube ; 
Oiitrium iin.. Left ovary; Qvarietuyste, Ovarian cysl; Adhaaiamn, 
adhesion ; kydnpi Inbae, Dropsy of the tube ; Ovarium d., Right ovoiy. 
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Relation of hydrosalpinx to fyosalpitix. — These condi- 
tions are probably merely stages of the same disease; the i 
fact that in some cases we find that on one side there 
is a hydrosalpinx and on the other a pyosalpinx favours 
this view. 

Relation of hamatosalpinx to hydro- and pyosalpinx. — 
Hematosalpinx may be produced by hiemorrh^e into a 
tube, the fimbriated extremity of which has been previously 
obliterated, or by an accidental hsemorrhage into a pre- 
existing hydro- or pyosalpinx. 

It also seems probable that in some cases hemato- 
salpinx is the result of extra-uterine pregnancy occurring 
in the Fallopian tube. In other words, that in some cases 
ha^malosalpinx is due to the presence of a bhghted ovum, 
successive hEmonhages into the tube taking place from 
time to time, similar to the hemorrhages that accompany 
pathological conditions of the ovum when the pregnancy 
Is intra-uterine. In some specimens of h.^ematosalpinx the ' 
fimbriated extremity of the tube remains patent — a fact | 
which is in keeping with the pathology of the condition \ 
just mentioned. Mr, Doran recently showed a spccimea 1 
of hiEmatosalpinx at the Obstetrical Society of London, 
which was probably due to a blighted ovum in the tube. 
In this specimen the fimbriated end of the tube was open. 

Importance to be attacked to fhise conditions. — This is a 
point which cannot yet be regarded as determined. 

As to the facts, in the writer's series, in one case certainly, 
and probably in another, the dilated tubes were the cause J 
of death. 

Both these were cases of pyosalpinx, and the patients I 
died of acute peritonitis. In one of them the place where j 
the wall of the dilated tube had given way, allowing iti 1 
contents to escape into the peritoneal cavity, was clearly ] 
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in a position to say. The diagnosis of pyosalpinx from 
hydro- or hiematosalpitix is practically impossible. The 
presence of slight chronic fever would be in favour of 
pyosalpinx ; but there may be sometimes high fever where 
there is only hydrosalpinx. 

Diagnosis. — Symptomi. — These are not very definite ; 
but a case presenting the following group of symptoms may, 
with a good deal of probability, be set down as one of 
dilated Fallopian tubes. 

The patient complains of pain across the lower part of 
the abdomen, and it may, or may not, be worse on one 
side. She has dysmenorrhcea, and the regularity of the 
catamenia is disturbed. If the dysmenorrhoea dates from 
a particular confinement or abortion, or if a history of 
gonorrhcea can be obtained, the probability of the tubes 
being diseased is strengthened. 

Physical signs. — In some cases where the swelling formed 
by the dilated tube is very small, particularly if the part 
of the tube affected is that just external to the uterus, it 
may be impossible to recognise any swelling. Such a case 
S^Tiowever, exceptional ; dilaL-ition usually affects the outer 
part of the tube, leaving a portion of imdilated tube between 
the uterus and the tumour. Again, in most cases both 
tubes are dilated, and in all cases there is pelvic peritonitis, 
varying in extent. It has been mentioned that the tumour 
formed by a dilated tube tends to fall behind the uterus ; 
still, however, keeping rather to its own side of the middle 
tine. 

Given the history such as that sketched out above, if 
we find the uterus less movable than normal (on account 
of the accompanying pelvic peritonitis), and if we find a 
sausage-like tumour lying in Dougla-s's pouch, a little to 
one aide of the middle line, that feels as if it contained 
fluid i and is partiall y fixed , still more if this conditio 
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on both _sidesj the probability is that the case is one of 
dilated tubes. 

Diagnosis by puncture is dangeroaB, and would 
not be conclusive, e.g., the fltjid might come from a small 
ovarian cyst. Considering the frequency of dilated tubes 
among the general population, as evidenced by the fre- 
quency they were met with in a consecutive series of 
bodies, coming from all parts of a general hospital {in my 
series ly per cent.), it is, I think, a fair inference that, 
if it were possible to examine the organs in a series of 
patients attending the gynaeohgical department in any of 
our hoipitals, we should find the tubes diseased in a still 
larger proportion. For instance, where there is lessened 
mobility of the uterus, with the presence of either a 
distinct lump, more or less fixed, in one or botli posterior 
quarters of the pelvis, or even where there is " thickening " 
such as is usually taken as evidence of a previous pelvic 
inflammation — peri- or parametritis — such cases would, I 
think, if it were possible to examine the organs, yield a 
high percentage of dilated tubes (see Fig. 93). In cases 
where these physical signs are present, and where the 
alxlomen has been opened, it is usually, if not invariably, 
found that the tubes are diseased. 

Treatment. — If it were possible to be certain of the 
presence of a pyosalpinx, as distinguished from a hydro- 
or hEematosalpinx, there would be no hesitation in recom- 
mending an operation for its removal by a skilled specialist. 
Pyosalpinx certainly constitutes a danger to life; whether 
hydrosalpinx or hsmatosalpinx does so is yet undecided. 

When there is very severe dysmenorrhtea, as well as 
more or less pain between the periods, associated with the 
physical signs of dilated tubes, removal of the diseased 
tubes (and ovaries), by one specially skilled in abdominal 
surgery, is a justifiable operation, provided pal liative treatment 
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(countcr-irri tatjon, hot douching, etc.) has been fairly 
tried, and provided also that sufficient time — for example, 
eighteen months or two years — has been allowed to elapse 
to give the patient the opportunity of recovering spon- 




taneously. Of course, the exact nature of the operation 
must be explained to the patient, and, if she is married, 
to her husband. In such cases the dilated lubes and 
ovaries may be found so densely matted togct 
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the surrounding parts, that the operation for removing 
them would be an exceedingly dangerous one {e^., involv- 
ing risk of tearing some of the big veins, or the ureters), 
or may even be altogether impossible. 

In my series of seventeen cases, removal of the diseased 
organs would have been absolutely impossible in one case. 




Fig. 98. — Showing the ttppend»ges gwspcd by hige elbowed 
pressure forceps. The pedicle -needle bearing a loop of silk, perforates 
Ihe broad ligament below the forceps and neat the uterus (Donm). 

The ligature is then to be adjusted ready for lyinE, and the appen- 
dages are seized with two pairs of small Wells's forceps just above the 
large pressure forceps ; this is removed and the ligature tied ; the appen- 
dp^es are then cut away. The smalt forceps are merely to retain a hold 
of Ihe pedicle, to allow of its being inspected jusf before the closing of 
the abdominal wound. 

and in another could only have been done by removing at 
the same time the body of the uterus; in the remaining 
fifteen cases removal would have been possible in all, and 
easy in most 
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The best thing to do, when an operation has been 
decided on, is to commence the operation merely as an 
exploratory abdominal section, with the full understanding , 
that, if the organs are found so densely adherent that their 
removal would be a very hazardous matter, the operator is 
not to attempt removal, but to close the wound. It some- 
times happens that after such an operation, i.e., merely 
an exploratory abdominal section, the patient's pains are 
relieved to a greater or less extent. Such a case occurred 
to me at the London Hospital. The patient had swellings 
on each side of the pelvis such as may be caused by 
dilated tubes ; on opening the abdomen, the organs on 
each side were so firmly adherent in the pelvis that I 
decided it would be unjustifiable to attempt to remove 
them, and I closed the wound, The patient made a 
good recovery from the operation, and, singularly enough, 
alihougk she was informed that ihe tumour we had hoped to 
remove had not been removed, she has on several occasions 
since assured me that the pain she has had since the 
operation is not worth speaking of as compared to what she 
had before it. Possibly, in examining the relation of the 
oi^ans during the operation, some adhesions may have been 
broken down that had something to do with her pain. 

The following are notes of the first two cases in which 
I removed the appendages for chronic inflammatory mis- ' 
chief: — 

Case I. unfortunately contracted syphilis in the summer I 
of 1890, and I have not seen her since; up to that time 
she had been free from symptoms since the operation. 

Cask II. expressed herself as being much better for 
almut a year after the operation ; but within the last few 
months her various pelvic pains have returned, and she is I 
now nearly, if not quite, as bad as when I first saw her. j 
The notes of these cases arc aa follows : — 
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Case T.— N. G., age iS, was admitted tnlo Ihe Loadon Hospital 
undec my care on May 12th, 1SS8. 

She had been married ten years, and hod one child, eight and a half 
years ago. She thought she had had a miscarriage four years before 
admission. 

She had never been well since her conlinement, which naa said to 
have been a difficult one. She had been attended at llie time by a 
midwife, and was very ill for some time alter it. 

Ever since the confinement she had suffered from constant pain and 
aching in the left iliac region, with numbness down the left 1^. 

The pain had been much worse for the five months preceding her 
admission. 

Since her confinement, also, menstruation had been very irregular, 
occurring at intervals of five weeks, seven weeks, and once ten weeks. 
Sometimes it was a mere "show ' ; at most, it lasted two days. She 
bad veiy great pain for a week beforehand, somewhat relieved when 
Ihe Sow began. The pain was like labour pains, and was felt through- 
out the pelvis, but worse in the left iliac region. 

Before the confinement she had always been r^^ular every four 
weeks, losing a good quantity, and having no pain at the periods. 

On May 17th, 1SS8, she was examined under an anaesthetic. The 
uterus was fairly movable, and a swelling, also fairly movable, was felt 
(o the left side of it. This was the size of a large egg. 

She was advised to tiy palliative treatment, and did so for six 
months without finding herself any better. She was accordingly re- 
admitted, and I removed the uterine appendages on January list, 
1SS9. Some dense adhesions on the left side had to be separated 
before the appendages on that side could be removed. Both the 
Fallopian lubes were slightly enlarged, and the fimbriated ends bad 
been closed by adhesions, the outer ends of the tubes being firmly 
adherent to the corresponding ovary. I have seen this patient at 
intervals since the operation ; she was quite free from the constant 
pain which had been her chief trouble for about fifteen months 
after the operation. She then contracted syphilis, and I have lost 
sight of her. Curiously, she had had a periodical discharge of 
blood from the uterus, at shorter intervals since the oiietation than 

Cask II.— C. S., age 30, wa» sent up to me by Dr. Thompson of 
Woolwich, and was admitted into Ihe Ixindon Hospital under toy cue 
in May 1S8S. 
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She bud b«en married twelve jears, anil hod hod three children, the 
last nine years beloie ndmission. 

The contlnements were said 10 have been easy ; but her ^ymplomi 
date rroin ten years ago. Her chief complaint is o{ constant pain in 
the left iliac region, extending down the left 1^ during thai time- 
She had been in three other hospitals before coming to Ihe London, 
and had worn many pessaries. 

Before the present illness the calamcnia occurred every three weeks, 
and were unattended with pain ; since the illness there has been b i 
good deal of irregularity as regards menstruation ; on the whole, the 
irregalarily has been rather in the direction of menorrhagio. 

She was examined under an anxslhetic. The uterus was found to 
be retrofleied, nnd so tiound down by adhesions that it could not be 
replaced with the sound. A swelling about the site of a walnut was 
felt' Id the left of the utenu ; IhU was also more or less fixed. Here, 
as in the last case, Ihe diagnosis was chronic inflammation of the 
uterine appendages, and the patient was given palliative treainieat. 
This was continued for more than n yenr ; but as she was then no 
better, she was readmitted into ihe hospital, and on August 19th, 
1SE9, I removed the uterine appendages. 

There was some dilatation of the left tube, and its outer end was 
closed and malted lo the ovary in the usual way. There were abo 
dense adhesions between the left appendages and the pelvic wall. 

1 have seen this patient at iDlervais, and she was completely frea I 
from the pain for about a year after the operation. She also has h«d 1 
some periodical discharge of blood from the uterus since the opcrvtion j 
there has been, however, no jiain with it. 



Abnormal Patency of the Innki 
Fallopian Tube. 

As a rule, the inner part of the Fallopian tube is so 
narrow that an extremely fine bristle is needed, and some 
expenditure of time and palieni;e, to pass it from the uterus 
along the tube. This is the rule in dead bodies. Very 
rarely a specimen may be met with where the inner end of 
the tube is much more open than this, and may allow a I 
common surgical ptobe to ^kisb &lon^ '\V, e,\«.>cv v^*^*" 
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as in a case narrated by the late Dr. Matthews Duncan, 
where, during life, there was reason to think the sound 
had passed along the Fallopian tube. During life the inner 
part of the tube has not probably an unvarying cajibre, but 
may dilate to some extent, perhaps sufficiently to allow an 
ordinary uterine sound to pass along the tube. It is in this 
""■way that cases are explained where the size of the uterus, 
as ascertained by bimanual examination, is not increased, 
and yet the sound can be passed several inches in ihe 
direction of one uf the tubes. In rare cases this may be 
the true explanation ; but in most ea,scs where it happens 
it is far more probable that the sound has perforated the 
walls of the uterus, and passed along under the peritoneum 
between the layers of the broad ligament, and is not in the 
tube at all. Out of the body I have several times tried 
pressing the point of an ordinary uterine sound against the 
uterine end of the tube in the direction of the tube. What 
happens is, that when the pressure has reached a certain 
point, the sound perforates the mucous and muscular coats 
of the uterus, and slips into the space between the layers 
of the peritoneum forming the broad ligament, outside the 
Fallopian tube altogether. The peritoneum is loose in this 
situation ; and unless the sound is pressed with great force, 
or passed for an extreme distance, the peritoneum is not 
perforated, which may account for no serious mischief 
resulting when this has been done during life. 





CHAPTER XIV. 

Pelvic Inflammation (Pelvic Peritonitis, Pelvic 

Cellulitis). 

The expression " pelvic inflammation " includes pelvic peri- 
tonitis and pelvic cellulitis ; for though in a particular case 
we are usually able to say it is a case of pelvic peritonitis, 
or a case of pelvic cellulitis, according to circumstances, 
Ihey are usually present together, the one, however, pre- 
dominating over the other, and giving its name to the case. 
Pelvic peritonitis is also known as perimetritis, and pelvic 
cellulitis a% parametritis. 



Pelvic Peritonitis — Perimetritis. 

Etiology, — Cases of pelvic peritonitis can always be 
placed in one of the following groups : — 
I. Cases starting from labour and abortion. 
3. Cases arising in connection with menstruation. 

3. Cases following ^onfrrAa'a. 

4. Cases due to traumatic causes, the injury permitting 
the entry of septic matter, r.^., rough use of the sound, etG 

5. There remain some cases of pelvic peritonitis which 
do not belong to any of the above groups ; such are : — 

Cases of pelvic peritonitis arising in connection with : — 

a. Ovarian tumours. 

b. Fibroid tumours. 

e. Carcinoma and tubercle. 
It will be seen tliat the etiology of pelvic peritonitis^ 




DISEASES OF WOMEN. 

s the first four groups of cases, is identical with the 
etiology of corporeal endometritis; and indeed, in these 
four groups, with the doubtful exception of the cases arising 
in connection with menstruation, there is no doubt that the 
I pelvic peritonitis arises by extension of the inflammation 
I from the body of the uterus along the tubes to the peri- 
l toneum, the sequence being corporeal endometritis — 
( salpingitis^pelvic peritonitis. 

As regards the group of cases arising in conneO' 
tion with menstmation. — In these, pelvic peritonitis may 
arise either : — 

(rt) By extension from the endometrium, exposure to cold 
having set up corporeal endometritis j or 

(5) Simultaneously with corporeal endometritis^ 

It should be remembered that at the menstrual periods 
the whole of the pelvic viscera are intensely congested 
physiologically, and it is easy to see how exposure to cold 
may in such a case cause a general pelvic peritonitis, and 
at the same time an inflammation of the whole mucous 
tract of the genital organs, i.e., salpingitis, coiporeal endo- 
metritis, cervical endometritis, vaginitis. 

(f) There is another way in which to account for pelvic 
peritonitis occurring during menstruation. There may be 
an escape of a sniall quantity of blood into the pelvic peri- 
toneum, either regurgitating from the uterus along the 
Fallopian tubes, or coming from the ovary, when the 
Graafian follicles rupture, and this will set up pelvic 
peritonitis. 

Of course, when the quantity of blood in such cases is 
considerable, we have what is known as pelvic hamatixeU, 
the symptoms and signs of which are well defined. But 
when the quantity of blood escaping into the peritoneum is 
small, the characteristic symptoms of hsematocele, on which 
we chieSy depend for diagnosing it, will be absent, but yet 
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me'cjuantity of blood may be quite sufficient to set up pelvic 
peritonitis. This is probably the way to explain cases 
arising during menstruation, where there has been no 
exposure to cold, or other discoverable cause. 
Morbid anatomy.^ Pel vie peritonitis may be either : — 

1. Simple. — Here the peritoneum is injected, and the 
surface has lost its lustre, but there is no perceptible 
exudation of lymph upon it 

2. Adhesive. — Here there Is a layer of lymph exuded on 
the surface of the inflamed peritoneum. Such a layer is 
commonly as thick as a piece of thickish blotting paper. 

3. Serous. — This is similar to the last variety, except 
that the lymph-covered surfaces are separated by serous 
fluid to a variable extent 

4. J^rulent.—ln this variety the fluid separating the 
inflamed peritoneal surfaces is pus. 

In serous perimetritis and purulent perimetritis, the fluid 
IE encysted, its boundaries being formed partly perhaps by 
some natural boundary, e.g., Douglas's pouch, and else- 
where by adhesive peritonitis between the neighbouring 
coils of intestine and other adjacent organs, shutting off 
the fluid from the generiil peritoneal cavity. 

It should be noticed that a pelvic abscess may be due 
to a perimetritis as well as to a parametritis (pelvic 
cellulitis). 

SjrmptomB. — In acute cases there is pain across the 
lower part of the abdomen, vomiting, and the ordinary 
symptoms of fever, anorexia, thirst, headache, and soon; 
there may be rigors ; frequent desire to pass water, and 
painjn passing it, arc common symptoms, and there may 
be pain on deftecatJon, 

In chronic eases the prominent symptom is 
the lower part of the abdomen, either righ' 
abdomen, or more or less localised vn on^ ( 
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legion, and bacltnche. Dysmenonhcea is common in such 
cases, and there may be sterility. 

There is usually disturbance of the regular course of 
menstruation, either in the direction of amenonhcea, or 
of menorrhagia, 

Dyspareunia is often present in the chronic form, such 
as produces adhesions. In cases arising in connection with 
ovarian tumours, there is sometimes no [lain. 

Signs. — In acute eases. 

General. — There is rapidity of the pulse, and a high 
temperature. The patient lies on her back with her legs 
drawnjjp, 

Loeai. — The abdomen is more or less dist ended, and is 
very tende r on palpation ; owing to the rigidity, of the 
muscles, we may not be a!)le lo make much out by ab- 
dominal examination. In other cases, as soon as sufficient 
time has elapsed to allow of adhesions taking place (say 
forty-eight hours), we may feel a lump, perhaps reaching 
up to the umbilicus or higher; such a lump is fixcdj 
hard , tende r, and may be more or less res onant. It is 
formed by matting together of the intestines by adhesive 
peritonitis. 

Vaginal examination. — During the first few hours of 
the attack we only find great tenderness on examination, 
and that the vagina is jiot ; perhaps an indistinct fulness 
in the posterior fornix may also be detected at this stage. 

Later, say after forty-eight hours, when the exudation 
has had time to coagulate, and the adjacent parts have 
become fixed by adhesive peritonitis, the physical signs in 
typical cases are either: — 

I. The uterus i s fixed, and occupies the centre of the 
pelvis ; all round it we fee! hardness^so that, to quote the 
usual simile, it feels as if plaster of Paris had been poured 
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2. In another equally characteristic condition, we find, 
as before, the uterus fixed, but pushed forwards so as to 
lie close to the pubes; as before, there is hardness all 
round, but b^'hind, the hardness lakes the form of a 
definite lump, which has pushed the uterus forwards. 

This lump is formed by accumulation of ihe exudation 
while still fluid in Douglas's [)ouch, owing to the action of 
gravity (Fig. 99). 
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FuJ. 99.— Succc»sive accumulalions of IjTaph In Douglas's pouch in 
pelvic perilonitis, shown in section (Tborburn). 

In chronio oases. — One of the most constant physical 
signs is Uss tned mobility of the uteru s; considerable ex- 
perience ia necessary to say when the uterus is less movable 
than it ought to be. 

It is observed by endeavouring to tilt the uterus as a 
whole upwards, and noticing whether it moves as much, 
and as easily, as it does when the parts are healthy. 
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M ore or I t ss thicke mng^a2_iejelt at some part of the 
vaginal roof , either behind, or in the right or left posterior 
quarter of the pelvis. It has already been mentioned, in 
the account of diseases of the Fallopian lube, that, judging 
both from post-mortem room experience, and the ex- 
perience of abdominal operators, such "thickenings" are 
in many cases composed of a more or less dilated Fal- 
lopian tube matted by adhesions to the ovary, uterus, and 
parts around. This probability is increased if the thicken- 
ing is feh in one or other posterior quarter of the pelvis, and 
is still greater if it occurs in both posterior quarters. J 



Course. 

It is said that the inflammatory products may be entirely 
absorbed, and no doubt this is true of the greater portion 
of such products in each case; but judging from the 
frequency with which adhesions are met with in the post- 
mortem room between the various parts of the pelvic 
viscera, it is difficult to believe that the inflammatory pro- 
ducts, once the adhesion stage has been reached, are ever 
so entirely absorbed as to leave no trace whatever in the 
form of adhesions. 

When the fimbriated extremities of the Fallopian lubes 
are dosed by adhesive peritonitis, we have necessarily an 
absolute sterility ; and we have the condition established 
for dilatation of the tubes to occur, according as the secretion 
in the tube can escape easily through the uterine end of the 
tube or not. 

In the chapter on dysmenorrhcea it has been suggested 
how the persistent adhesions after an attack of pelvic peri- 
tonitis may cause painful menstruation. 

If the inflammation goes on to suppuration, we have 
a pelvic abscess, the contents of which may occasionally 
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be absorbed ; much more frequently, the abscess bursts 
externally, or into the vagina, bladder, or bowel. 



Prognosis, 

Pelvic peritonitis usu ally ends in c onvalescence ; but 
from what lia^ been said, it is clear that the patient will 
be unusually fortunate if she escape some of tl)e common 
sequels of pelvic peritonitis— rfrorttir pelvk pain, dysmenor- 
rhea, dyspareuHia, and Uerility. Further, relap ses are 
common ; particularly from imprudence during menstnia- 
tion, over-exerlion, exposure to cold, and so on. 

Certain cases following labour illustrate the tendency of 
the inflammation to be li^^hted up again by slight causes. 
It is not uncommon to see a cose where, after labour, 
nothing of sufficient importance occurred to attract at- 
tention till the patient got up, probably about the tenth 
day, and that then well-marked symptoms and signs of 
pelvic peritonitb developed. The explanation of such 
cases is probably that a slight pelvic peritonitis really 
existed from the first, but so long as the patient remained 
at rest in bed the symptoms were ill-marked, pain perhaps 
being absent, or being taken for after-pains. When she 
got up, the tendency to congestion accompanying the 
upright position, and the exertion, caused the pelvic peri- 
tonitis to become more severe, and to be accompanied 
by definite symptoms. When the intlammation becomes 
general — when general peritonitis results from pelvic peri- 
tonitis — the prognosis is very grave. 

UlACNOSlS. 

In aoiU cases. — The chief conditions from which pelvic 
peritonitis has to be distinguished are : — 
Pelvic cellulitis. 
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Pelvic hjemalocele. 
Extra-uterine fcetation. 

in a!l these cases there is pelvic peritonitis as a minor 
CompHcation, but there are usually sufficient grounds for 
enabling us to decide which is the most important condition 
present. 

Pelvic celliUitie. — As regards etiology, this more often 
follows wounds of the cervix, by laceration during labour, 
or in gynaecological operations. 

Symptoms. — Pain, nausea, and vomiting are less ma rked. 
The patient lies with only one leg drawn up. 

Physical signs. — In pelvic cellulitis there is usually a 
lump at one side of the uterus_ pushing it to the opposite 
side. The finger feels, oh the unaffected side, the normal 
arching of the lateral fornix, while ort tite affected side it 
comes on a mass bulging downwards, and so producing a 
convexity in the lateral fornix, instead of the normal con- 
cavity. Thus the vaginal portion of the cervix appears 
shortened on the affected side. The uterus and tumour 
formed by the exudation are less absolutely fixed than in 
typical cases of pelvic peritonitis. 

Pelvic hEematocele.— The history here is the chief 
point — sudden onset — sudden pain in the pelvis, with a 
sense of nausea, faintness, and perhaps vomiting. Such 
conditions are particularly significant if they occur during 
a menstrual period, especially if the (low is in progress, and 
stops for a few hours and then recommences. 

J'hysical signs. — In intra-peritoneal pelvic hsematocele, the 
one we are now considering, the lump in Douglas's pouch 
is, as a rule, much larger than that formed in simple pelvic 
peritonitis, and the uterus is pushed farther forwards. 

Extra-uterine foetation, — Many cases of e.xtra-uterine 
fcetation have in their earlier progress been mistaken for 
pelvic peritonitis. The history is such cases usually helps 
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US — the patient has probably gone tw o or three w eeks over 
her proper time without being poorly, and then comes on 
bleed ing again — a decidual cast of the uterus may be 
passed. A tumour, formed by the sac of an extra-uterine 
foetation, is before rupture usually more to the right, or left, 
of the middle line, than the lumps formed by pelvic peri- 
tonitis, 



Treatment. 

Preventive treatment. — A consideration of the etiology 
will suggest many precautions for guarding against pelvic 
peritonitis. 

yis regards /aiour and aiortion, the utmost care should 
be taken to avoid introducing septic matter on the examin- 
ing finger ; the nails should be kept short, the greatest care 
should be taken to cleanse them thoroughly with a nail- 
brvsh before making a vaginal examination ; a knife should 
never be used for this purpose, as one constantly sees done. 
The point of the knife merely produces a naked-eye appear- 
ance of cleanliness, and is utterly useless for producing the 
absolute cleanliness which is alone efHcienC The use of a 
knife in this way deepens the space under the nail, and 
increases its capacity of collecting dirty material, while it 
can only remove the more obvious portion of such material. 
It may seem unnecessary to dwell upon this apparently 
small matter, but it is in reality one of great importance. 
Then, when the hands and nails are thoroughly washed, 
they should be dipped for a minute in some efficient anti- 
septic solution before making a vaginal examination. This 
should be done each time before making examinations ; 
either corrosive sublimate solution (i-iooo) may be used, 
or iodine water of a strength of 5i),-3iv. to Oj., but 
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practically it is sufficient to make the water a pale sherry 
or daric sherry colour, according as one wants a moderately 
strong antiseptic, or a very powerful one. Again, over- 
frequent examinations durir^ labour should be avoided. 
When possible, an antiseptic vaginal douche should be given 
before labour and after delivery. 

Acule vaginitis, gonorrfuEal or other, should be cured as 
soon as possible. In using injections for vaginitis care 
should be taken to see that there is a free return for the 
fluid used. I think the hydrostatic douche a much safer 
apparatus than Higginson's syringe. I have seen three 
cases where a rigor, and a sudden high temperature, with 
pain across the lower part of the abdomen, followed soon 
after the use of a Higginson's syringe in vaginitis j it seems 
at least possible that some small quantity of the injection 
mixed with some of the secretion in the vagina may have 
passed into the peritoneum along the Fallopian tubes. 
There is obviously much greater danger of this accident 
happening if an intra-uterine injection is being given ; a 
tube with a double channel attached should always be used 
in such cases, and the hydrostatic douche apparatus, not 
Higginson's syringe. Some air always gets in when douches 
are given with the latter. This can be shown by using a 
glass vaginal pipe fitted on to a Higginson's syringe; 
during the "diastole " of the bulb, air will be seen in the 
upper inch of the glass tube. 

As regards all intra-ulerine operations, passing the sound, 
dilating the cervix, scraping the endometrium, etc., all pos- 
sible antiseptic precautions should be taken. 

Treatment in acute cases — The patient must be kept 
at perfect rest in bed, and the treatment must be chiefly 
symptomatic. If there is vomiling, the patient should have 
small pieces of ice to suck ; bismuth and hydrocyanic acid 
may be prescribed. Vomiting is often best relieved by 
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giving small quantities of weak brandy and soda-water iced, 
or small quantities of iced cham^iagne. 

Pain. — If the patient can bear to lose a little blood, half ' 
a dozen leeches applied to the hypogastrium will often 
relieve it ; otherwise, small quantities of morphia hypoder- 
mically {\ grain), and hot fomentations to the abdomen, 
should be ordered. 

JDkt. —Beef-lea, milk and soda-water, toast-water, should 
be given if they can be retained ; if not, nutrient enemata 
should l>e tried till the vomiting subsides, Brandy is often 
necessary, and the state of the pulse will he a guide as to 
the quantity ; it may be given either by the mouth, or in 
the nutrient enema. 

The hmperature. — Quinine in powders stirred up with a 
drachm of milk should be given, e.g., gr. tij., three times 
a day. Sometimes an ice-bag to the head is useful in 
reducing the temperature. 

Surgical treatment. — There are some cases where pro- 
bably the liest thing to do is to open the abdomen, and 
wash out the peritoneal cavity. It is impossible to say 
precisely in what cases this would be right. There are 
some, however, where there should be no hesitation in 
adopting it, e.g., if a patient is known to be the subject of 
an ovarian tumour, or if there is considerable probability 
that she has dilatation of the Fallopian tubes ; and if in 
either case sudden symptoms of acute peritonitis arise, there 
should be no hesitation in opening the abdomen. 

It is rather in cases following labour or abortion that 
difficulty arises. Probably some cases of puerperal peri- 
tonitis that die might have been saved by opening the 
abdomen ; on the other hand, many apparently very severe 
cases recover. At present we have not sufficient data to 
enable us to lay down any rule. Each case must be judged 
on its own merits. It is well, however, to remeoib' 
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the risk of an exploratory incision, performed by some 
one experienced in abdominal surgery, is not great : and in 
the cases of puerperal peritonitis that would be benefited, 
probably nothing more than opening the peritoneal cavity, 
washing it out, and draining it would be necessary. Treat- 
ment of this kind has proved very beneficial in some cases 
of tubercular peritonitis. 

Treatment in chronic cases — Here the pain and 
dysmenorrhea are the chief symptoms requiring treatment. 
For the pain, blistering over the seat of the pain produces 
improvement, usually, however, only of a temporary char- 
acter. Fainting with iodine paint. (Tr. iodi, Lin. iodi, aa 
partes iequales) is useful in a similar way. Hot va ginal 
douches, the douche being as hot as the patient can bear 
it, usually about 110° F., are also useful, The use of the 
glycerine plug_ every night may be recommended.* In a 
laige number of cases, however, improvement is only tem- 
porary, and the symptoms return. In some of these cases, 
where the symptoms and physical signs point probably 
to disease of the Fallopian tubes, it becomes a question 
whether removal of the uterine appendages (ovaries and 
Fallopian lubes, which in such cases are usually more or 
less adherent to one another) may not be the right treat- 
ment. This has been discussed in the chapter on "Dis- 
eases of the Fallopian Tube." 

Pelvic Cellulitis — Parametritis. 

Etiology.— Injury-, especially to the cervbt, but also to 

the vagina and perineum, i s the fundamental antecedent to 



4 




* A glycerine plug is simply a piece of absorbent coUon-wool the 
size of a woIduI, with a string four or five inches long lied round it. 
The plug is dipped in glycerine, squeezed rather dry, and passed into 
the upper port of the v.tgina. 
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pelvic cellulitis. Septic matter gains an entrance at the 
point of injury, and infiammaiion is set up in the connec- 
tive tissue ; the connective tissue of the pelvis is primarily 
affected, though by extension the inflammation may spread 
to connective tissue far away from the pelvis, e.g., behind 
the kidney. 

The injuries referred to are usually produced during 
iaiour or aiartion ; laceration of the cervix being the most 
important. It is not the laceration in itself that causes the 
cellulitis, but the laceration, inasmuch as it admits septic 
matter, which sets up the inflammation. 

IVounds of tht cervix during operations are a frequent 
cause of pelvic cellulitis, unless tlie operations are done 
with every antiseptic precaution. For instance, in per- 
forming the supra-vaginal amputation of the cervix, where 
the connective tissue at the sides of the cervix is opened up 
in a most extensive manner, provided the operation is done 
antiseptically, no pelvic cellulitis follows. In twenty-one 
cases of my own where this operation was done no cellulitis 
followed. In a case of fibroid polypus too big to remove 
through the os, where I incised the cervix posteriorly with 
the cautery, a phlegmon of the right broad ligament fol- 
lowed ; I think, because the slough caused by the cautery 
could not be kept aseptic. Parametritis is very similar 
to whitlow. Clean punctures and cuts on the fingers heal 
without any cellulitis; but if dirt {i.e., septic matter) gets 
into them, whitlow will probably be the result. 

Morbid anatomy.— There are three varieties of pelvic 
celluhtis ; that is, three conditions in which we may see it in 
the post-mortem room. 
These are ; — 

1. Phlegmon. 

3. Abscess. 

3. Gangrene. 
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I, Phlegmon.^ When the exudation has not passed into 
the stage of suppuration, it is caWtd pkUgtiwn. 

It is exceedingly rare to have an opportunity of seeing 
parametritis in the stage of phlegmon in the post-mortem 
room ; cases of parametric phlegmon are common enough, 
but either the patients recover, or if they die, the cellulitis 
has usually by that time passed from the stage of phlegmon 
to that of abscess. The following is an account of a case, 
and a description of a specimen of parametric phlegmon, 
which I had an opportunity of examining post mortem. 



I The 



POST-MOkTEM ApPE.\RANCES OF A PhLEC.MON OF THg 

Broad Lioament, 

S. H., age 39, w^ admitted lo the London Hospital a few d^ 
after her confinement, suffering from mania and parametritis. 

The physical signs of parametritis were well marked, there being i 
well-defined lump in the situation of the right broad ligament, i 
phidng the uterus to the opposite side. The patient had also a 
deal of bronchitis, and I think her death, which ocmrred on the 
day after deliver}', was chleHy due lo the biouchitis. 

On post-morlem eiaminatioQ, the layers of peritoneum forming 
the right broad ligament were found to be separated by e 
between them, so that from before back the broad ligament frof 
peritoneal surface to peritoneal surface measured one inch and a 
The separation of the layers of peritoneum forming the right t 
ligament began at tbe lower border of the Fallopian lube, and exafl 
tended downwards as far as the broad ligament extends. Externally 
the separation by exudation extended to the pelvic wall. The Fallopian 
tube was, ss it were, stretched over the convex upper suiface of the 
swelling formed by the exudation between the layers of the broad 
ligament. 

On cutting into the swelling, the cut surface had an appearance like 
that of a somewhat coarse sponge, there being seen holes of Tarioos 
sizes separated from one another by solid tissue. 

cavities referred to were filled with a sero-sunguinolent fluid, but 
of [hem contained pus. 

llie lai^est holes would admit a No, l6 catheteti 
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The riglit ovary measured tv/n tnd a qiiwtet inches long, one 
and R quarter high, and three-eighths of an inch thick. Its surface 
was adherent to the adjacent periloneat surface of the broad ligament 1 
by recent lymph. On section the ovary wii found to contain an abscen, J 
holding about half a drachm of pus. 

On the left side the broad ligament was normal ; when held ap to tbc 
light, and looked at from before buck, having its nonnal ttanstucency. 

The left ovaiy was two and a quarter inches long, live-eighths of an 
inch high, and thrce-siiteenihs of an inch thick, ll did not contain the 
corpus luleum. 

The uffna was about six and three-eighths inches long, and measured 
about four and a half inches between the points of entry of the Fallopian 
tubes. The placental site was on the posterior wall, and pretented a . 
mammitlated appearance. Elsewhere the snrbce of the uterine cavitj 1 
was nearly smooth. 

The exudation takes place into the connective tissue at 
the side of the cervix ; from this situation it passes between 
the layers of the broad ligament to the side of the pelvis. 
Normally, the layers of the broad ligament, if held up to 
the light, are found to be translucent ; when phlegmon of 
the broad ligament occurs, the layers of the peritoneum 
forming the broad ligament are separated for a consider- 
able distance by the exudation, so that the broad ligament | 
may measure from before back an inch or two inches in 1 
thickness. 

The phlegmon forms a convex lump, over the upper 1 
surface of which are spread in order, from before back, the | 
round ligament, the Fallopian tube, and the ovary. The j 
appearance on section has already been described in the j 
account of the case just tiarrated. It is to he noticed I 
that some pelvic peritonitis affects the peritoneum overlying 
the inflamed pelvic connective tissue, as mentioned in that 
case. Sometimes the connective tissue in the ulero-sacral 
ligaments is implicated (utcro-sacral cellulitis) j and some- 
times there may be a cellulitis of the connective tissue 
between the bladder and cervix. 
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2. Abscess. — -ir (he inflamniation go a stage further than 
phlegmon, an abscess is formed. 

3. lastly, the inflammation may be of so intense a 
character ns to produce sloughing of the tissues affected — 
gangrenous parametritis. This is very rare. 

__J3JTectionB in which pelvic cellulitis spreadB. — 
Here we must distinguish between the course taken by a 
phlegmonous cellulitis and a puntknt cellulitis. 

A phlegmon starting at the side of the cervix affects 
the connective tissue between the layers of the peritoneum 
forming the broad ligament; it may stop here, but if it 
spreads, it passes either (i) downwards along the round 
ligament to the groin, or (z) upwards to the connective 
tissue round the kidney, or (3) into the iliac fossa, or {4) 
sometimes it may extend upwards in the sub-peritoneal 
tissue of the abdominal wall. 

A parametric abscess may spread in almost any 
direction ; as contrasted with phlegmon, it is important to 
remember that it may spread over the brim of the pelvis 
down the thigh, or pass through the sciatic notch to the 
buttock, or through the obturator foramen to open at the 
upper and inner part of the thigh. Thus the spreading 
of a parametric abscess is a mechanical process, while the 
spreading of the inflammation in the stage of phlegmon 
is a vital process, not to be explained by mechanical 
considerations." 

Parametric abscess may open externally, commonly in 
the groin, above or below Poupart's ligament, or into the 
vagina, rectum, or bladder, very rarely into the peritoneum. 
Sometimes it may open in two directions, e.g., there being 
one opening into the vagina, and another above Poupart's 
ligament ; this is often due to separate foci of suppuration. 

■ See Clinisat Leftiires an Distasts af Women (Mntihews Duncan), 
3rd eilil., p. 236. 




Reimit parametritis. — When a cellulitis has spread to 
some distance from the pelvis, it may happen that while 
the indammatton and the signs of it at a distance are still 
evident enough, yet all signs of the cellulitis in the pelvis 
have disappeared. The distant cellulitis is known in such 
cases as " remote " pelvic cellulitis, or " remote " para- 
metritis (Matthews Duncan), 

The term " remote " is applied in the same way in cases 
of perimetritis. 




Fio. too. — Diagmmmatic rcprcMnlalion of the Isleml position of the 
eiudation in pnrametcitis (ThOTburn). 

Symptoms. — The symptoms are similar to those met 
with in pelvic peritonitis, with the exception that pain is 
less marked, and vomiting occurs less commonly. The 
patient lies with only one leg drawn up. 

Physical signs in recent cases. — The exact signs 
vary according as we are dealing with the disease in (he 
stage of phlegmon, or in the stage of abscess; in either 
case the markedly unilateral, asymmetrical character of the 
signs should be observed. 

In the stage nf phUgnion. — There is a l ump on one side 
of the cervix^ pushing the uterus over to the unaffected 




side. The lump obliterates more or less completely the 
concavity of the lateral fornix on the affected side, and 
produces an apparent shortening of the cervix on that side. 
The lump can very probably be reached on bimanual 
examination, and differentiated from the body of the uterus. 
The uterus and the lump have a certain small amount of 
mobility differing from the absolute immobility in typical 
cases of pelvic peritonitis. ■ 

In the stage of abicesi. — There are the physical signs of ] 
fluid, fluctuation, and dulness— that is, in cases where there 
is sufficient formation of pus — and it is so situated that 
these signs can be made out. In certain cases, where at 
one stage we have recognised a phlegmonous inflammation, 
say in the iliac region, we notice, as it reaches the suppu- 
rative stage, a softening, a "bogginess," over the area of 
the lump which had previously been hard, rather than 
actual fluctuation. As regards dulness, it may happen that 
intestine intervenes Ijetween the lump and the alidominal 
wall, and then there will he a tympanitic note on percussion. 

After an abscess has burst a fistula remains open for 
a long while, weeks or months. A probe may often be 
passed two, three, or more inches along a fistula of this 
kind for a long time after all acute symptoms have passed 
away, and when convalescence is well establisiied ; in time 
it will close up by itself, and is best left alone. I have 
several limes tried passing a probe, coated with nitrate of 
silver, along such fistula to hasten their healing, but have 
not been satisfied that it had much effect. Sooner or later, 
however, they have nearly always healed. 

Complications. — Acute inflammation may attack the 
knee-joint on the affected side, or on the opposite side, and 
the fluid in the joint may be serous or purulent. Phlegmasa 
dolens is a common complication of parametritis, affecting 
the leg of the side corresponding to the parametritis. 
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I.ATF. Results of Parametritis. 

As absorption proceeds, the uterus is gradually drawn 
over towards the affected side in cases where there has 
been cellulitis in one broad ligament. In the less common 
cases, where there is cellulitis of the ulero-sacral h'garaents, 
contraction in this situation, pulling on the uterus .some- 
where near the junction of the cervix and body of the 
Uterus in a backward direction, causes a marked anteflexion. 

Clinically it is extremely difficult, if not impossible, if 
a case is seen at this stage for the first time, to be sure, if 
we find the uterus a little to one side of the middle line, 
that its position is not due to one broad ligament being 
congenitally shorter than the other, a condition that is 
common enough, rather than to previous cellulitis. lacera- 
tion of the cervix on the side towards which the uterus 
deviated would be in favour of a previous cellulitis. As 
regards old cellulitis in the utero-sacral ligaments producing 
anteflexion, a difliculty of a somewhat similar character 
arises. For what is the evidence of old cellulitis of [he 
utero-sacral ligaments ? Merely feeling bands running in 
the situation of these ligaments, and concluding that the 
bands are a little thicker and more defined, and perhaps 
shorter than usual. I have noticed in many cases, where 
a retroflexed uterus was found incarcerated in Douglas's 
pouch and replaced, that after replacement these bands, 
the utero-sacral ligaments, were particularly easily defined, 
and this in cases where there was no reason to suppose 
there had been any previous utero-sacral cellulitis; so that, 
while admitting that cellulitis in this situation would cause 
antedexion, as absorption proceeded, it must also be said 
that in practice we can rarely be certain that we have 
before us a ca.se of old cellulitis of these ligaments. 
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Post-mortem room evidence in the case of old cellulitis 
is on quite a different footing from the same evidence in 
cases of old pelvic peritonitis ; in the case of the latter the 
evidence in the shape of adhesions, instead of the uniform 
shiny character of the peritoneum, is unmistakable. If we 
find adhesions, there has been peritonitis; but in the case 
of cellulitis, long after the acute stages have passed, and 
absorption is as complete as it ever will be, the nature of 
the case renders it almost impossible to say there has at 
some time or other been cellulitis. Take, for instance, a 
case where there has been cellulitis years before on one 
side of the cervix, the question would be as to whether 
the connective tissue found in that situation was more 
abundant and denser than in the normal condition; and 
any one who will examine the connective tissue normally 
present there will see the difficulty or impossibility of 
deciding such a question. In the one hundred specimens 
I examined, I was unable to say positively in a single case 
that there had been old pelvic cellulitis. No doubt there 
had been pelvic cellulitis years ago in some of them ; but 
its traces were not definite and unmistakable, as they arc 
in pelvic peritonitis. 

Treatment. — The treatment is similar to that in pelvic 
peritonitis, with such slight modifications as are at once 
obvious (see p. z88). Pelvic cellulitis terminates in abscess 
much more frequently than pelvic peritonitis. When a 
pelvic abscess has formed, whether it be due to perimetritis 
or parametritis, the best treatment is to open it with anti- 
septic precautions at whatever point seems most convenient. 
The operation is one, however, that should only be done by 
some one with special experience in abdominal and pelvic 
surgery. 

Caao of parametritiB following labour, illustrating ex- 
tension of the inflammation along the right round ligament 



RESULTS OF PARAMETRITIS. 

10 Ihe labium majus, and complicated with suppuration in 
I he left knee-joint. 

S. A. M., igc 3S, nine children, the lost eighl days ago. The last 
confinenient was difficuli, and inslrumaits were used ; this had never 
been the case befori^. Admitted to the London Hospital, December 
30th, lSS6, complaining of pain in ihe right itiac region, and nf 
great weakness since the conlinement. 

Temperaiure on admission 102°. 

On the day afler her confinement she was seized with ihivering 
Ills, which Dccitired twice Ihe same evening, and on the three suc- 
ceeding nights. She has also had pain on defecation, and trouble 
on micturition ; twice the urine has hnd to be drawn ofT. 

Dnimhtr ajn/.— Rigor. Temperaiure ior8°. The left knee-joint 
is very painful, and contains fluid. A swelling is felt in Ihe hypogas- 
Irium reaching 2 inches above the pubes, and eitending outwards alraul 
equally on each side of the middle line. 

The right laliinm majus is swollen, so ns to form a sausage-shaped 
swelling tj inches across, and 4} inches long. The swelling reaches 
upwards in the direction of the inguinal canal. Left side of the vulva 
i> uornial. 

Vaginal (xaminatUii, — Most of Ihe swelling in the hypogastriuro 
is the uterus. Some Indistinct thickening is fell to the right of the 
uterus, much less than was found in that silualiun on admission. 
Uterus fairly movable. Sound passes 3 inches. The swelling in Ihe 
light labium wa* oipiraled, and, as pus came out, a free inclMon was 
made into il anilseplically. 

December 29/*.— Left knee-joint aspirated; pus c.ime out. The 
case was now lransferre<l to Mr. Tay. Further tre.ilment consisted 
of keeping Ihe joint at rat on a splint, and aspirating it twice. The 
polieni did well, and the joini itcovered completely. 

Case of BUppuratlVG parametritiB following labour. 
— Abscesses opening into the vagina, and above Poupart's 
ligament. 

S< J'l <%e 33, seven children, the last a month ago, admitted to the 
London Hospiul, Jun« 7th, 1887. 
ConfincmenI* have all ^icen didiculi. Ijiit child dclivcrcl 1 
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When a month pregnant in her last pregnancy, had rheumatic fever 
(there is a weli-mu-ked mitral systohc inunnui), ajiil had to rGmoio in 
bed seven months. The jointx chiefly aflected were those of the left 

On admission tempeiature 101° (see chart for sobsequent lempera- 
lure). Complained of forcing pain on passing her water. 

MUt on Juiu 9/A.— Abdomen distended Umbilicus level with the 
skin. A distinct hard moss is felt occupying (he left Uiac region, 
reaching three lingers' breadths above Poupati's ligament ; the mass 
does not extend beyond the middle line. 

Mtasurimmls of the /ift'o— Between ani. sup. il. sp. — 9t inches. 
Maximum distance between the Uiac crests •• io| inches. Eilemal 
conjugate = 61 inches. 

It vru therefore a slightly generally contracted (or juslo-minor) 
pelvis. Patient cannot extend the left thigh. Says she has not been 
able to do so for eight months. 

Left labium majus larger than right. 

Ultrm nearly fixeil. Cervix lacerated on both ijdet. Hardneit 
extends outwards from the left side of the cervix to the pelvic wall, 
and Is continuous with the lump felt in the left iliac legion. 

The finger in the vagina feels a somewhat cj'lindrlcal swelling, 
posteriorly parallel to the vagina; this » not satisfactorily accounted 
for by ficces in the rectum, and seems to be due to a cellulitis of the 
connective tiaue between the vagina and rectum. 

/ttly mi/. — On June 17th a discharge of very uFfensive pus in con- 
siderable quantity came from the vagina during the nighL On June 3glh 
the pus became sanious, and has continued so since. 

_/ii/ji Jiii- — With Sims's speculum the opening from which the pus 
is coming can be distinctly seen ; it is utuated on the posterior wall 
uf the vagina, about an inch up. The swelling in the left iliac region 
is softer than before. 

/ulji 3S/<i.— Where the hard mass had been in the left iliac region 
there is now an abscess on the point of bursting ; it was therefore 
opened, and a drainage tube inserted. 

SifiemhtT yk. — The temperature has been normal unce August 9lh. 
Patient is looking (at and well. Uterus is still nearly lixcd, and there 
is still difficulty in extending the left thigh. 
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CHAPTER XV. 
Pelvic H.«matocele. 



There are two varieties of pelvic hcematocele : — 

1. The intra-peritoneal, and 

2. The extra-peritoneal. 

In the intra-peritoneal variety the blood is effused into 
the peritoneal cavity ; in the extra-peri loneal into the sub- 
peritoneal connective tissue. 



C.\USAT10M. 

Age. — Most cases occur Ijetween the age of twenty-five 
and thirty-five (Schroeder), 

Fertility. — It is more common in women who have had 
children. 

Mode of prodnctiOQ — i. Rupture of an extra-uierim 
geilalion sac is one of the commonest causes of iL If we 
take, for example, the case of tubal gestation, we know that, 
as a rule, the sac will rupture before the end of the third 
month of pregnancy. According to the position of the rent 
there will result either an intra-peritoneal or an extra-peri- 
toneal pelvic hEmatocele. If the rupture occurs in the 
part of the expanded tube covered by peritoneum, then the 
hEsmatocele will be intra-peritoneal. If, on the other hand, 
at the lower part of the tube, the part not covered by peri- 
toneum, the blood will be poured into the connective tissue 
between the layers of peritoneum forming the broad ligament^ 
and the resulting htematocele will be extra-peritoneal. 
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a. Refiux of blood along the Fallopian tubes during mtn- 
slruation. The menstrual group of cases. 

The general congesrion of all ihe pelvic viscera that 
occurs normally at each menstrual period acts as a powerful 
predisposing cause to the occurrence of hxiiiatocele ; and 
we are not, therefore, surprised to find that many cases 
occur in connection with menstruation. 

In most cases of this class blood regurgitates from the 
cavity of the uterus along the l-'allopian tubes into the 
peritoneal cavity. \Vhy it should do so, rather than escape 
as usual into (he vagina, we cannot explain in a satisfactory 
manner. Certain considerations render the occurrence more 
intelligible. Such are ; — 

u. The fact that the inner ends of the Fallopian tubes are 
in very rare cases, even post mortem, found much larger 
than usual, admitting the ordinary sound, instead of only a 
fine bristle. 

b. The polarity of the uterus. When the lower part is 
in a sUte of spasm, the body and fundus are in a state of 
relaxation. Now, it is very likely that such relaxation may 
also affect the inner ends of the Fallopian tubes, causing 
them to be abnormally patulous. 

Causes which may produce hematocele duriiig menstrua- 
tion are : — 

Violent exercise. 
Lifting heavy weights. 

Fright. (I saw a case where there were well-marked 
signs of hematocele and a history pointing to it, the 
onset having occurred during the earthquake at Nice.) 
Coitus, 

Exposure to cold. 
Rupture of a Graafian follicle may be attended by ; 
more abundant escape of blood than usual, and so causi 
hscmatoccle. 
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3. Rupture vf a vein, either in the broad ligament or undef 
the peritoneum covering the uterus, may be the source of 
hasmatocele, cither intra- or extra-peritoneal. Such a rupture 
would be more likely to occur if the vein was varicose, and 
during the congestion of a menstrual period. This group 
and the next one probably comprise the fewest cases of 
haeraatocele. 

4. Rupture of an ovarian cyst ; rupture of the uterus. 

Probably the largest number of cases of haematocele is 
due to rupture of an extra-uterine gestation sac. 



Morbid Akatomv. 

Intra-peritoneal hsematocele. — When the blood is 
effused into the peritoneal cavity, it gravitates into Douglas's 
pouch and coagulates. In twenty-four hours the coagulum 
has become enclosed by adhesive peritonitis set up round 
iL The boundaries, for instance, of a hematocele just big 
enough to fill Douglas's pouch would be l}elow, of course, 
the pouch, above, coils of intestine glued to one another and 
to the edge of Douglas's pouch by adhesive peritonitis. If 
the effusion is considerable, the blood not only fills Douglas's 
iwuch, but the rest of the cavity of the pelvis, and may, 
when coagulated and surrounded by adhesive peritonitis, 
form a lump that can be fek a variable distance above the 
pubes : for example, as high as the umbilicus. It is certain 
that such is the course of events when no peritonitis, old or 
recent, existed previous to the escape of blood ; but it is a 
matter of dispute whether in many cases peritonitis has not 
existed previously and led to adhesions, so that when the 
blood escapes it finds itself limited by the adhesions. Pro- 
bably both varieties occur, i.e., probably in one set of cases 
the fast thing is the escape of blood into the cavity of the 
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K^ritoneum and its coagulation there, and that then follows 
adhesive peritonitis in the neighbourhood of the clot ; and 
in another set of cases probably there has been at some 
prewous time a pelvic peritonitis leading to adhesions which 
cut off a part of the general peritoneal cavity from the rest ; 
then, if the causes producing hiematocele come into opera- 
tion, blood is effused into the small compartment of the 
peritoneum so shut off. 

Extra-peritoneal heematooele ^The blood here es- 
capes into the connective tissue at some part of the pelvis, 
usually into that of the broad ligament, or at the back of the 
supra-vaginal cervix. The potential space being obviously 
limited, the quantity of blood so effused cannot be great. 
Exceptionally after the effusion has occurred into the sub- 
peritoneal tissue the tension of the peritoneum over it 
becomes so great that the peritoneum itself ruptures, and 
bleeding then occurs into the general peritoneal canty.* 

Symptoms. — It has been already mentioned that, apart 
from the history, it is impossible in many cases to distin- 
guish between pelvic peritonitis and pelvic ha:matocele. 
What, then, is the history? 

As regards the mtmirual groufi of cases, we find that dur- 
ing the menstrual period the patient was sttddtnfy seized 
with severe pa in in the lo wer part of the abdomen, that 
she became at the same lime fairit, pe rhaps actually un - 
conscious. There may have been a sense of nausea only, 
or nausea followed by vomitings Such a history points 
strongly to there having been a pelvic hsematoccle, and it 
becomes even more suggestive if the external flow cease d 
for a few hours at the time the sudden pain was experienced, 
and subsequently recommenced. From the time of onset 
to the time the patient is seen there will have been the 

* I have seen an instance of this in a case of partial niplure of the 
Dtenu, limited (o the peritoneal covering, occurring during labour. 




msEASEs OF ^vo^rEN, 

ordinary symptoms of pelvic peritonitis, pain^ in the lower 
part of the abdomen, and very likely Jrouble inconnection 
with micturition or defrecalion. Sometimes bleeding from 
the vagina persists for some time after the onset. Some- 
limes, on the other hand, menstruation is diminished or sup- 
pressed for a time after the occurrence of haematocele. 

As regards the cases due to rupture of an extra-uterine ges- 
tation. — The history to be sought is something of this kind : 
The patient had gone two or three weeks over her time 
for being poorly, and fancied she might be pregnant ; she 
then became, as she thought, poorly again. She may have 
passed a decidua from the uterus. There will have been 
more or less pain in one or other iliac region. So far the 
history is only that of an extra-ulerine fcetation previous to 
rupture of the sac, and has nothing to do with hemato- 
cele ; but if now the sac ruptures, so as to produce intra- 
peritoneal hematocele, there will lie the symptoms men- 
tioned above, sudden pain in the pelvis, faintness, nausea 
or vomiting, collapse. If the hiemorrhage is profuse, death 
follows ; if the bleeding ceases before a fatal quantity has 
been lost, the blood poured into the peritoneum behaves as 
in the other cases, and becomes encysted by surrounding 
pelvic peritonitis. Sometimes the sac ruptures, not into the 
peritoneum, but into the sub-peritoneal connective tissue, 
and the symptoms are then much less definite. 

As regards the cases dependent on rupture of a vein. — If the 
result is a sul>peritoneal hsematocele, the symptoms are 
vague ; if, on the other hand, it causes an intra-peritoneal 
hfematocele, they are well marked, and the same as those 
produced in other cases by escape of blood into the peri- 
toneal cavity. 

Physical signs. — Intra-peritoneal kmmatocele. — At first, 
within a few hours of the occurrence, there can only be 
felt a sense of fulness in Douglas's pouch. In one case 
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seen while the blood was not enclosed by adhesions, I was 
able distinctly to feel fulness in this position. In another, 
where a copious intra-periloneal effusion of Ijlood occurred 
from rupture of the uterus, abdominal palpation gave one 
a sense of there being something unusual in the general 




Fio. 101,— Retro- uterine hEinatocele(Banies). U. Utcrusj R. Rec- 
tam ; A. Blood-clot. Note how the utenu i> pothcd forwaid uid 
ekvaled. 



peritoneal cavity, without one feeling sure what it really 
was (till the post-mortem examination). After forty-eight 
hours the coagulated blood is enclosed by adhesive peri- 
tonitis, matting together the viscera in the immediate 
neighlwurhood. Now on abdominal examination we shall 
feel a lump rising out of the pelvis t o a variable d is tanc 




3o8 DISEASES OF WOMEN. 

above the pubes. If the hjematocele be only a small one, 
we may not detect any lump by mere abdominal palpation. 
The abdomen is somewhat distended and tender. 

On vaginal examination we find the uterus pushed for- 
wardsj^close behind the pubes, but not displaced laterally. 
In some cases the uterus is raised, while in others it seems 
lower than normal. Behind it, through Ihe posterior vaginal 
wall, we feel a lump more or less hard, and symmetrically 
situated as regards the middle line. The uterus is fixed. It 
is usually quite easy on bimanual examination to identify 
the fundus of the uterus just behind the pubes. It wilt be 
seen on referring to the physical signs of pelvic peritonitis, 
that they may be precisely the same ; hence the importance 
of the historj', on which alone we can found a diagnosis. 

General condition. — At the time the hsematocele occurs, 
and for twenty-four hours after, the patient's temperature 
will not be higher than norma!. After that time there will 
be the ordinary symptoms of fever due to the peritonitis set 
up. If the haemonhage has been considerable, the patient 
will be anremic, 

Exbra-peritoneal heematocele. — The position of the 
lump formed by the thrombus is similar to that of the exuda- 
tion in cases of pelvic cellulitis, i.?., at one side of the uterus, 
disp lacinjj^it lo the other side. 

Diagnosis. — As regards the intra-peritoneal variety, it 
will be seen that diagnosis depends on a distinct history of 
sudden onset being obtained, in the menstrual group ofl 
cases at a menstrual period; in the group due to extrar \ 
uterine fcetalion, with the history of previous missing of a 
period, and the symptoms pointing to the presence of that I 
condition. 

Marked softening of the cervix and a patulous condition J 
of the OS uteri are strongly in favour of extra-uterin^ J 
pregnancy. 
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As regards ihe extra-peritoneal variety, it is impossible 
to diagnose the existence of it with any certainly, unless 
(here is a history of extra-uterine fcelation. 

PrognoaiB. — If the haemorrhage is considerable, and 
the blood escapes freely into the general cavity of the 
peritoneum, death may follow in an hour ; if the quantity 
of blood lost is not so great as to cause death from haemor- 
rhage, the clot, as we have seen, becomes enclosed by 
adhesions, and the prognosis is the same as in pelvic in- 
flammation (perimetritis, parametritis). Ultimately, after a 
period of some months, in most cases the clot becomes 
absorbed; exceptionally, suppuration may occur, and the 
case become one of pelvic abscess ; and as regards prognosis 
and treatment, what has been said under suppurative para- 
and perimetritis applies. 

Treatment. — If the case is seen soon after the escape 
of the blood, very careful consideration should be given 
to the question as to whether the case is really one of 
ruptured extra-uterine pregnancy. Here the history may 
help us, the patient having perhaps gone some weeks over 
her time without menstruating, having suffered from pain 
in one or the other iliac region, having herself thought 
that she was pregnant. If on vaginal examination, within 
twelve hours after the onset of the symptoms, a tumour can 
be felt at one or other side of the uterus, and if the tumour 
is more or less fixed, there is considerable probability that 
the case is one of rupture of an extra-uterine gestation, 
iKcause such a tumour cannot be due to the hiematocele, 
sufficient time not having elapsed for one to form. 

In such a case an exploratory abdominal section with 
strict antiseptic precautions, if it can be done by some 
one of experience in abdominal surgery, is the l^est 
practice. 

If, on the other hand, both on account of the history 



310 DISEASES OF WOMEN. 

on account of the physical signs (absence of a tumour in 
the pelvis, and mereiy a feeling of fulness in Douglas's 
pouch), we conclude ihat it is not a case of ruptured extra- 
uterine gestation, the patient should be merely kept at rest in 
bed, with an ice-bag over the hj'pogastric region. Stimulants 
must be given according to the degree of collapse present ; 
and if they cannot Ije given by the mouth, may be given 
by enema (3j. of brandy, with sij. of water, or with Jij. of 
beef-tea). Pain must be treated by hypodermic injections 
of morphia. 

Later treatment.— It is best not to interfere with the 
tumour formed by the hsematocele unless very clear evidence 
of suppuration is present ; then the case becomes one of 
pelvic abscess, and the remarks made as to treatment of this 
condition at p. 198 apply equally here. Opening a hfema- 
tocele that ha.s not suppurated is unnecessary, and indeed 
adds dangers of its own, one of which is recurrence of 
bleeding from some part of the interior of the h;ematocele ; 
and another is, that if the coagula inside the cavity of the 
hematocele are interfered with, there is some risk of break- 
ing down adhesions that separate it from the general cavity 
of the peritoneum. 

The following case is an example of hiemalocele due to 
the rupture of an extra-uterine gestation sac. I think it 
would have been better not to have opened the hsematocele. 

P. R., age 37, married eight jiears, two childten, Ihe last four yous 
■go, no miscarnnges, was admitted lo the London Hospilai on April 
I7lh, 1SS6, cumploining of pain io the right iliac and lumbar r^ons, 
also in the hypogastrium. 

//■/t/orj'.— Patient was last poorly on March aSlh, 1886; Ihe period 
lasted seven days, and she passed a clot one inch atid three-quarters 
long. Before this she had seea nothing for (wo iDoalbs. She had a 
dull aching pain in the lower part of the abdomen, on and 
that which she had three years ago. The pain wm somewhat relieved | 
on March sfilh, when the period began. 
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IS that the pain referred to lirsl came on three years ago when 
IS suckling her second child, wlikh she did for twelve months. 

She thinks it was caused by catching cold just before she expected 
lo be unwell. 

The period did not come on, and she saw nothing for six or seven 
weeks ; then she became " poorly," and pissed a dot ewclly like the 
one she passed recently in Match last. 

Catamenia first appeared when she was thirteen, occurred regularly 
every four wecki, baling three or four days, and were unattended by 
any pain till three years ago. 

Since then she had had a pain for two or three days before eacli 

Since mnrriaee, has mcnstniated every three weeks, ami has lost 
niuch more than before. 

Stall en admitHm (April I7lh, i8S6). 

Ulenis movable, but less so than normal ; an elastic swelling the 
size of a large egg, somewhat fixed, is felt occupying ihe righi posterior 
quarter of the pelvis. Sound passed three inches. Cervix torn 
bilaterally ; there is a granular erosion, or cversion, round the external 
OS. Temperature too". 

From April 17th to April 34th temperature normat. 

.,</f)V 24/.*,— Temperature rose (o 101°. Patient was nearly doubled 
up with severe pain in the tower part of the abdomen. Twelve 
leeches were applied to the hypogastrium, alter which the pain wu 
relieved considerably ; no marked collapse. 

April l&A.— Patient bt^an to lose blood from the vagina. Still 
same pain at short intervals in (he same place as before. 

M^ 3n/.— Since April 14th the temperature has gone up at nighl 
to 100° or 101°, falling lo normal in the morning. 

Vaginal exammatitn {May 3rd). — The uterus is very low down, 
and pushed close behind the pubes. A tumour is now fell behind the 
uterus, bulging down the posterior vaginal wall, and extending laterally 
acroa the (iclvis. 

May 6/A.— TempcTuture at nijjhl has been high since the last note. 
It was thought that suppuration was taking place. An incision an 
inch across was made into the tumour through the posterior vaginal 
wall close to the cervix. Some dark blackish fluid and chocolate- 
coloured clot escaped from the opening. 

May lor^.— The finger was passed cautiously into the cavity to 
see if any loose pieces of dot were present. What » 



312 DISEASES OF WOMEN. 

be a large piece of lcx>se elol wa» hooked out, liul on subsequent 
examinalion it was seen to be i ftctus. 

Great difficulty wai eipcrieoced in keepbg the cavity sweet, in 
ipite of frequent irrigation of carbolic acid lotion (1-40) and the io- 
Iroduclion of iodoform into it ; and on May l6th. the temperature 
hiving been 104° for (lie preceding two nights, an attempt was made 
ander ether to remove any porttoiis of the decomposing clot that 
seemed ready for removal. While doing this a very sharp attack of 
hemorrhage from the cavity of the hematocele occurred ; it was only 
controlled by plugging the cavity with gauie. The gnuie was removed 
two days after. 

Subsequently the patient did very well, and left the hospital in the 
second week in July. A shallow depression in the posterior fornix 
with rather sharp edges remains to indicate the position of the in- 
cision. There is a little thickening round it, The uterus is freely 
movable. 



I have thought it well to insert here an outline of the 
subject of extra-uterine gestation, as it is so dose]y related 

to that of pelvic hsematocele. 



Extra -Uterine Gestation. 

Etif/ogy and Pathology. — First, as to etiology. The sub- 
jects of extra-uterine pregnancy in most cases have either 
been previously sterile, or at all events have usually not had 
a child for several years ; as a rule they are over thirty 
years of age. Asregards the reason why the ovum should 
l»ecome impregiuted in the tube, instead of in the uterus, 
as happens normally, it seems highly probable that Mr, 
Lawson Tait's explanation is the correct one. According 
to him, there has in these cases been previously a desqua- 
mative salpingitis, depriving the mucous membrane of the 
Fallopian tulje of its ciliated epithelium. In consequence 
of this the ovum is retarded in the lube instead of p 
on into the uterus, Similarly the access of spermatozoa tej 
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Ihe tube will be facilitated by the loss of the ciliated epi- 
thelium. This explanation would accord well with the 
fact that the patients in whom extra-uterine pregnancy is 
met with have usually Ijeen sterile, either absolutely, or for 
a considerable time. Pelvic peritonitis, the result of sal- 
pingitis, is undoubtedly one of the commonest causes of 
sterility. In many such cases the fimbriated openings of 
the tubes are completely sealed up by adhesive peritonitis, 
and then, of course, the patient is alKolutely sterile. But 
short of this, adhesions round the ovaries and in the neigh- 
bourhood of the openings of the tubes must interfere to 
some extent with the passage of ova into the Fallopian 
tubes when discharged from the Graafian follicles. 

Varieties. — Next as to the varieties of extrauterine preg- 
nancy. It is generally recognised that in the large majority 
of such cases the pregnancy at first is in some part of the 
Fallopian tube, usually in the part external to the uterus, 
more rarely in the part of the tube that passes through the 
uterine wall^llie interstitial portion. That, as a matter of 
great rarity, the impregnated ovum may become primarily 
attached elsewhere than in the tube, for example, in 
Douglas's pouch — primary abdominal pregnancy— seems 
also probable. This is, however, denied by Mr. I^wson 
Tail, who says : " That a fertilised ovum may drop into the 
cavity of the peritoneum and become developed there is a 
contingency I cannot accept for a moment ; for the jjowers 
of digestion of the peritoneum are so extraordinary that an 
ovum, even if fertilised, could have no chance of develop- 
ment " (Leelyns on Ectopic Pregnancy, p. 13). 

To this it may be fairly objected that, white the powers 
of digestion of the peritoneum are admitted for such 
material, as, for example, blood-clot, it is by no means so 
clear that a iiving fertilised ovum may not offer a successful 
resistance to any such digestive process that nuy exist. 
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there is a power of digesting itving tissues in ilie peritoneal 
cavity, why should not a piece of intestine or omentum be 
affected by it just as much as a living fertilised ovum ? 

Taking the common tubal gcstation^lhe ovum developing 
in the part of the Fallopian tube external to the uterus — 
what happens is that, when the dilatation of the lube is 
unable to keep pace with the growth of the ovum, the tube 
ruptures. This occurs usually (according to Mr. Lawson 
Tail invariably) before the fourteenth week. 

It is a matter of great importance as to the part of the 
circumference of the tube at which rupture occurs. If 
towards the peritoneum, then the result is hKmotrhage into 
the cavity of the peritoneum — that is, into a space the 
capacity of which may, for practical purposes, be regarded 
as unlimited j or, on the other hand, the lube may rupture 
at that part of its circumference which is not covered by the 
peritoneum, but lies towards the space between the layers of 
the broad ligament In this case the result is sub-peritonea! 
or eittra-peritoneal hematocele, and the blood is poured 
out into a relatively small space, so that the amount lost 
is inconsiderable, as compared with what is lost in the 
former case. 

Considering first the rupture of a tubal ftetation through 
the i)cri(oneal covering of the tube, we may think of what 
may happen («) as regards the mother, (i*) as regards the 

(a) As to the effect on the mother, although in the 
majority of instances the hasmorrhage in the case we are 
considering will tend to continue, and in the absence of 
treatment lead to a fatal issue, yet in some cases of rupture 
of an early tubal pregnancy the bleeding may stop short 
of the fatal quantity, and the patient recover without inter- 
ference. 

If, on the other hand, the bleeding continues, as it will J 
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be likely to do in the more advanced cases, then, in the 
absence of surgical interference, death will occur from 
hsemorrhage. 

(i) After rupture of the tube and escape of the ovum into 
the peritoneal cavity, it may either die and be absorbed, or 
it may form new attachments and continue to develop, and 
the case become one of abdominal pregnancy. 

Such a case may go on to full term, when a kind of 
spurious labour sets in. The fcetus dies soon after. Usually 
inflammation and suppuration of the sac will ultimately 
arise sooner or later, and its contents may \x discharged 
through an opening either externally or into the vagina, 
bladder, or rectum. The commonest is the opening into 
the rectum. Exceptionally, after death of the fcetus, the 
fluid in the sac may be absorbed, and the foetus become 
mummified, and perhaps the sac, or the fcetus, or both, may 
become partly calcified. A case is recorded where a woman 
lived forty-nine years carrying about in her abdomen a 
specimen of this kind. 

Coming now to the case where the tube ruptures at the 
|art not covered by peritoneum, so that ihe contents escape 
into the space between the layers of the broad ligament, we 
may also consider the case as it affects the mother, and as it 
affects the fcetus. 

The hemorrhage takes place into a limited space, and 
(unless secondary rupture should occur into the peritoneum) 
the amount of blood lost will consequently be small, and the 
risk to the mother, so far as the haemorrhage is concerned, 
wZ The subsequent course of the case, as regards the 
mother, depends on whether at the time of rupture the 
foetus dies, or whether it continues to develop. If the foetus 
dies, as probably it u.sually does, the ovum and extravasated 
blood will be absorbed, and there will be no further danger. 
Hi on the contrary, the ovum continues to develop, as it 
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may do, it continues extta-peritoneal, as it grows raising t 
the peritoneum and separating it even from the anterior 
abdominal wall, except in the middle line over an interval 
corresponding to the utero-vesical pouch. Mr. Lawson Tait 
considers " that all the full term ectopic pregnnncies are 
those which have grown in the broad ligament extra-peri- 
toneally," which appears too sweeping a proposition, though 
probably many advanced extra-uterine gestations have deve- 
loped, as he says, " extra-peri toneally." 

Diagnosis and frtalmtnt. — Before rupture of the tube, 
it not infrequently happens that there are absolutely no 
symptoms leading the patient to seek advice, so that no 
opportunity is given us of making a diagnosis. In one of 
my cases, a typical example of interstitial gestation, there 
were no symptoms of anything being wrong, and the patient 
thought herself five months advanced in a normal pregnancy 
when the fatal rupture occurred. 

Still, in some cases there are symptoms ; and thesct in 
conjunction with certain physical signs, to be more particu- 
larly referred to immediately, will sometimes enable us to 
make a shrewd guess at the cause. 

The symptoms t hat may be expected are symptoms 
common in early pregnancy, uterine or extra-uterine : as 
pa ins in the breasts and mor ning sickness ; inenstruation 
may be completely absent, as in normal pregnancy (it was 
so in the case of interstitial gestation referred to above). , or 
there may be more or les s irregular lisemorrhaites ; colicky 
pain in one or other iliac f ossa is another symptom of some 
significance. Perhaps a deci dual cast of th e ute rus may be 
dischatgfid. 

If a patient were to come with the symptoms referred to, 
and if in addition we found the vagina and vagin al po rtion 
of the cervix bluish , the_cervix enlarged and soft, the os uteri 
latuto us, and the uterus somewhat e nlarged, and perhaps 
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less movable than normal ; and if, l^esides, bimanually a 
swelling were to be detected in_the pelvis, especially to one 
s[de, and if also'tSere were pulsation to be felt in the region 
of the swelling ; if also there were changes in the breiwts, 
and if the patient is over thirty and has never been preg- 
nant , or at all events some considerable time has elapsed 
since th e last pregnancy, — the probability of the presence of 
an unruptured extra-uterine gestation sac will be sufficiently 
strong to warrant a careful consideration of operative inter- 
ference — exploratory abdominal section — and if a tubal 
fcetation be found, it can be dealt with. 

As to the diagnosis at the time of rupture of the sac, this 
will usually be sufficiently clear if the rupture takes place 
into the peritoneal cavity. The patient will lie suddenly 
seized with severe pain in the abdomen, and will soon show 
the usual symptoms of serious internal hEcmorrhage. This 
will be quite enough to warrant an immediate exploratory 
operation. In regard to these cases Mr. Tail says : " Abso- 
lute accuracy of diagnosis in the abdomen is very far from 
being possible ; only the ignorant assert that it is, and only 
fools wait for it." As regards the treatment to he adopted 
in cases of extra-uterine pregnancy at, or near, or past the 
full time of gestation, the right course will be to operate as 
soon as the condition is diagnosed ; and as to the time for 
interference, it should be chosen entirely on the l«isis of 
what is best for the mother. On this |>oint Mr. Knnwslcy 
Thornton said, in tlie course of the discussion on extra- 
uterine foetation at the Obstetrical Society of London, that 
" knowing how often there was something wrong with iho 
child in these cases, he would disregard it altogether, and 
simply consider the mother, and in every case he would 
u^e that operation should follow at once on a certain 
diagnosis. The whole question was the extreme difficulty 
in; many cases of making such a certain diagnosis." In 
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connection with this point we may bear in mind Mr. Tail's 
dictum as to diagnosis in abdominal cases quoted above. 
Just a word may be said about the operation at or near full 
term. Mr. Tail, following up his opinion that these cases 
are all extra-peritoneal, advises the incision to l>e made in 
the abdominal wall two or three inches from the middle 
line, so as to avoid opening the peritoneum. The fcetus is 
then removed, care being taken to avoid tearing the sac. 
The cord is cut short close to the placenta, and this is 
emptied of blood as much as possible. The sac is then 
thoroughly washed out, and the abdominal wound com- 
pletely closed, in the hope that the placenta may be 
absorljed. If symptoms of septicaemia arise, a second 
operation may be undertaken to remove the placenta. Mr. 
Tait recommends this on the strength of the case recorded 
by Dr. Champneys (O^st. Tram., vol xxix.). 

Those who wish lo look into the whole question for 
themselves may be recommended to read the papers on 
" Extra-uterine Pregnancy " read and discussed at a special 
meeting of the Olwtetrical Society of London {Obstetrical 
Society's Transactions, vol. xxix., p. 419) ; also a paper by 
Dr. Galabin {Oht. Trans., vol. xxiii.) ; also Lectures on 
Ectopic Pregnancy and Pelvic Hamatocele, by Mr. Lawson 
Tait, published 18S8 ; and the Jenks Prize Essay On the 
Diagnosis and Treatment of Extrauterine Pregnancy, by 
Dr. Strahan. The case of interstitial gestation that came 
under my own observation is fully described in the Proceed- 
ings of the Medical Society of London, vol. x., p. 60, and the 
specimen is In the museum of the London Hospital. 






ovary are comparatively rare : — It is sufficient here to 
mention that they are occasionally met with. 

JVon-ma/igattn/ soVtdltimoursaie fihro-niyomala (Fig. 103) 
Malignant solid tumours are either sarcomata, or cai^ 
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cinomata. (See p. i8o for case of ovarian tumour for the 
most part solid.) 

2. Cystic ovarian taiQOxm.~^Oripn. — It would be 
out of place here to discuss the various theories that have 
been put fonvard regarding the origin of these tutnours. 
SmaJl cystic tumours of the ovary may certainly originate 
from fully developed Graafian follicles by a process of 
dropsical distention. Most probably, however, though not 
certainly, that is not the way in which the ordinary large 
cystic tumours are formed. Considering the enormous 
nmtiber of Graafian follicles that may be seen in the paren- 
chyma of the fcetal ovary, and the much smaller number 
that can be recognised in the ovary at puberty, it seems 
certain that by far the greater number of these follicles 
are destined to undergo a process of atrophy, without ever 
becoming mature, and rupturing. Certain appearances are 
seen in sections of an adult ovary under the microscope 
which are probably due to reiics of those follicles that have 
atrophied without passing through the stages of maturation 
and rupture. It is highly probable that the ordinary multi- 
locular ovarian cyst originates from some disturbance of the 
process of atrophy that normally affects the majority of the 
Graafian follicles seen at birth in the ovary. Certain of 
the follicles that should atrophy, instead of doing so, take 
on a process of growth and give rise to ovarian cysts. TAis 
theory, then, supposes some failure or defect in the process of 
involution. 

In a paper in the Pathological Society's Transactions for 
1886, Mr. F. Eve suggests that cystic disease, or cystic 
adenoma of the ovary, may originate from certain remains 
of the germinal epithelium of the ovary, which are not 
immediately converted into Graafian follicles. In regard 
to these remains Klein writes : — All appearances are in 
favour of the view that these masses of epithelium increase 
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in the adult, and that their cells change into ova some time 
after birth. Eve supports his suggestion by reference to 
a specimen of small cystic ovary in which he thought the 
development of cysts from such groups of epithelium was 
observable, According to this view the epithelial growth 
Slops short of the formation of Graafian follicles, but cysts 
are produced, from whose walls tubular prolongations 
spring; these become dilated, and form secondary cysts. 
This theory supposes the fault to tx something erratie in the 
process o/awluHon. 



wt^^ 



Fin. 104.— Incipient iiajiiUoinBlous cyst of the hilura of the ovary. 
Tlic free portion of the ovary projects above, posleriorly (Dnran). 

There are reasons for thinking that ovarian tumours, in 
the interior of which papillary growths develop, have origin- 
ated from the remains of the ^Voltitian body found in the 
hiluni of the ovary (see Fig. 104). In small tumours of this 
kind the parenchyma of the ovary cnn be recc^niaed at 
some (Nul of the circumference 'of the tumour little, if at 
all, changed. 

Dermoid cysts arc produced by an abnormal incKislon of 
the epi blast. 

Either the conneclive tissue elements in the walls of ihc 




4- Malignant cysfs. 

As has l)een mentioned, ii 
orarian cysts originate by dropsical distention of fully de- 
veloped Graafian follicles, while it is highly probable that 
this is not the mode of origin of the common multilocular 
ovarian tumours (proliferating glandular cysts). 

According to Doran, small tumours due to dropsy of the 
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I cysts) differ from proliferating glandular cysts, u 
that, in the former, the parenchyma of the ovary, com- 
paratively unaltered, can Ije recognised at some part of 
the circumference of the tumour ; while in the latter it 
cannot be so recognised, — the enlargement of the ovary 
in the last case having been uniform. 



The Fluid contained in Ovarian Cysts. 

This is usually glairy in consistence, and as regards colour 
it may be either almost colourless, grey, or yellowish -grey ; 
green or reddish-brown, or dark and tarry. The material 
may be of a colloid consistence, that will not run through 
a canula. 

According to Doran, secondary cysts in which papillary 
growths are found contain a clear non-glairy fluid. 



Cells found in Ovarian Fluids. 

Cylindrieal tpilhelium cells may be found, and these are 
the most important microscopical constituents, as indicating 
that the fluid is ovarian. Small corpuscles (Drysdale'i 
corpuscles) about the si/e of pus cells, with granular contents, 
but no nucleus, are found in ovarian fluids ; they are now 
believed to be free nuclei of epithelium cells that have 
undergone fatty degeneration. They have been found in 
other fluids than those taken from ovarian cysLs, and are 
not pathognomonic, although suggestive. 

Miopoaoopio Btraotiire.~-A section of the cyst wall 
of an ovarian tumour shows a single layer of epithelium 
on the peritoneal surface, fiat in the case of large cysts, 
cubical if the cyst is small. The substance of the cyst 
wall is composed of fibrous tissue, either mature or imma- 
ture, and on the inner surface is a layer, in the case of 
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large cavities of flattened, or in the case of smaller cavities 
of cylindrical, epithelium cells. The papillary growths 
found in the interior of some ovarian cysts are mainly 
formed of connei:tive tissue, covered towards the free aspect 
of the papillae with cylindrical epithelium ceils. Whether we 
find cylindrical or flattened epithelium, appears to be chiefly 
a question of pressure. 

Dermoid cysts are generally unilocular. The inner surface 
is lined by a tissue like skin, provided with sebaceous follicles, 
sometimes with sweat-glands, and hairs. The cavity of the 
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I is filled with a putty-like material, in which are loose 
hairs that have lieen shed. The hairs are usually reddish 
or light, rarely dark. 

In the tissue of the cyst wall bones are often found; 
teeth also may be present, either attached to bones, or 
isolated in the connective tissue of the cyst wall. Teeth 

; also found loose in the carity of the cyst. Dermoid 

its may also contain cholesterine crystals, nerve and 
brain substance, and non-striated muscular fibre. According 
to \Vinckel, striped muscular fibre and nails havu not lx;en 
found in them. 
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Dermoid cysts art; usually unilateral, someiimes bilateral, 
i ihey vary from that of a walnut to that of a football. 
Someiimes dermoid cysts are found co-existing with ordinary 
cystic degeneration in the same ovary. 

Ordinary ovarian tumours may be composed of one 
large cyst, or a few large cysts, or of a great many cysts. 
Certainly ovarian tumours are met with clinically where 
there is only one cyst, as far as can be discovered by the 
naked eye. This has occurred either from the tumour 
being formed by the growth of one cyst ; or by the tumour 
liaving, at an earlier stage of its existence, Ijeen formed of 
several cysts, the sepia Ijetiveen them having at a later 
period become broken down. Traces of this are somettmea 
to bt seen in apparently unilocular tumours. 



Chances that may ( 



I OvAKiAN Tumour. 



// may inftami ; 

Its pedicle may btcoihe huisled ; 

Hemorrhage may ctrur in its itilerior ; or 

// may rupture. 

Inflammation uiay occur, and if it affects the outer 
surface of the tumour, lead to peritonilic adhesions. 
Adhesions to the omentum and to the parietal peri- 
toneum are most common. If it affect the interior of the 
cyst, it may lead to suppuration. This is particularly likely 
to occur afler tapping, especially if air gain entrance into 
the cyst. 

Twisting of the pedicle. — ^This may, in rare cases, be 
sufficient to cause gangrene of the tumour. 

Hemorrhage into the interior of the tumour, either spon- 
taneously, or after twisting of the pedicle, may occur. 

^»//i/^tf.— Ovarian cysts occasionally burst, either from 
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mere distention, or from mechanical violence. The con- 
tents escape into the peritoneum, and in most cases quickly 
set up fatal peritonitis ; rarely, if the fluid contained in the 
cyst was thin and unirritating, it may be absorbed, and in 
that case rupture is to be regarded as a process of natural 



Symptoms. — The symptoms that commonly attract thi 
patient's attention in cases of ovarian tumour are : — 

Increoie in the size of the addomen. 

Pain at some pari ofl/ie afidomen. 

Disturbance of menslruation. 

Usually the first thing noticed is the increasing s 
the abdomen. 

Sometimes, however, pain in the abdomen is the first 
thing noticed, and sometimes some disturbance of men- 
ation. Sometimes trouble connected with micturition, 
or rarely even retention of urine, may be the first symptom, 
ind in one of my cases prolapse of the vaginal walls occur- 
ing in an unmarried girl of twenty-three, was the first thinjl 
u lead tu an investigation. 

Menstruation is fi'equently disordered in coses of ovarian 
tiMDour ; usually the disturbance is in the direction of 
amenorrhea, the quantity lost on each occasion being 
less than formerly, or the intervals between the periods 
being increased, or both of these conditions may be present. 
But it is not so very uncommon to meet with cases where 
the disturbance of (he menstrual function is in the other 
direction, i.e., where there is menorrhagia. I have set 
several instances of this. Sometimes again, 
ovarian tumour, menstruation is painful ; sometimes, on tl 
other hand, whereas menstruation had been painful froi 
time when the function became established, from tl 
lime the tumour was first observed menstruation 

ncd painlessly. This was so in one of my cases, and 



let ^^^ 
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it was also one where there was menoirh^ia. Sometimes 
we meet with cases where menstruation continues to be 
performed in a perfectly normal manner. 

In ninety-four cases referred to by Dr. West, there were 
twenty-nine where menstruation continued quite undis- 
turbed ; in fifty-six cases there was some disturbance of 
the menstrual function ; in the remaining nine cases, in 
two the disease was noticed during pregnancy ; and in 
seven it ijegan, or attracted attention, after the menopause. 
Roughly speaking, then, we may say that menstruation is 
disturbed in about two-thirds of all cases, 

PresBure symptomB.— As the tumour attains a large 
size, its pressure on the various organs leads to disturbance 
of their several functions. 

Pressure on the bladder causes fretjuen t and pain ful niic- 
turitiot), and this arises because the bladder cannot become 
distended in the natural way ; rarely retention ofjjrine may 
occur. Scanzoni, quoted by Dr. West, records a case where 
this was due to obstruction of the ureters, so that the re- 
tention of urine could not be relieved by a catheter. The 
tumour in this case was a cystic sarcoma, i.e., a sarcomatous 
tumour, partly solid, partly cystic ; the solid part pressed 
on the ureters, and obstructed them, so that they became 
greatly dilated, one being z inches, the other i| inches in 
diameter. 

1 have seen retention of urine occur in a case of small 
ovarian tumour that had developed downwards and out- 
wards between the layers of the broad ligament, so as 
to become fixed, although there were no adhesions between 
it and surrounding parts,* 

Pressure on the redum may cause obstinate constipation, 

and even prevent the escape of flatus'"(West). Occasionally 

even jntestin al obstni ction may lie produced. When this 

* The ULOie case is referred lo later in thia chapter. 
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occurs, it may be a mere pressure syrnptoni, or it may be 
due to coiiiptession of the gut by the dragging of peritoneal 
adhesions formed during the growth of the tumour. 

Pressure on the stomach causes dyspeptic sympt oms, and 
sometimes vomi^inj;. Wasting necessarily follows the inter- 
ference with the functions of the stomach. 

Pressure on the lungs and heart. — Difiic ulj ^f b reat hing 
is thus produced, and even asphyxj a^^as in a case recorded 
by Dr. Barnes. In that case a young woman with a large 
ovarian cyst died suddenly, with symptoms of lung distress, 
in the hospital, while awaiting further treatment. At the 
post mortem "the diaphragm was driven up so as to confine 
the heart and lungs within the narrowest sjiace." Dr. Barnes 
concluded " that under the impetus of some excitement or 
exertion, the heart and lungs were suddenly taxed beyond 
their feeble powers of adaptation, and that thus asphyxia 
was induced," 

Pressure on large veins in advanced cases may lead to 
cedema of the Jegs ; sometimes even thrombosis o f the 
main vein of a l inib may occur, as in one of my cases. 

In that case oidenia of the left lower limb, from the 
groin downwards, occurred suddenly, with pain in the limb 
and fever, while the patient was in the hospital awaiting 
ogieration. At the same time a number of superficial 
veins on the left side of the abdominal wall became dilated, 
that had not previously been so, and could be traced as com- 
municating with a plexus in the skin over Scarpa's triangle. 

Thrombosis in one of the trunk veins had no doubt 
occurred. The patient had a moderately high temperature 
for about a week. The leg was kept well raised ; it remained 
considerably enlarged for some two or three weeks longer, 
after which it diminished in size, and in six weeks from 
the time when cedema first occurred it had returned nearly 
to its previous condition. Measurement, however, showed 





DIAGNOSIS OK OVARIAN TUMOUKS. 



I. In THt Early Stages. 

The conditions from which a small ovarian tumour has 
to Ijc distinguished are : — 

J^afcal eucumulation (more likely to give rise to mistakel if 
situated to the right of the uterus). 

Sub-peritoHtal fibroid of uttrus. 

Dilated Falhpian tube. 

Pelvic peritonitis. 

Pelvic cellulitis. 

Pelvic hamaiotele. 

Retro-peritoneal cyst of congenital origiti. 

Malignant tumours xfhensmall. 

Extra -uterine f (Station . 

It may be said at once that in some cases the diagnosis 
of small ovarian turnouts is easily made. 

As a rule they are globular, elastic, freely movable, and 
can be, as it were, chased alMUl the half of the pelvis to 
which they belong backwards and forwards with great ease, 
particularly if the patient is under the influence of an 
ana^thetic. 

In sufh cases we can easily define the uterus as separate 
from the tumour, there being a distinct interval between 
them. 

The only other tumours that give physical signs at all 
like these are a sub-peritoneal fibroid with a long pedicle 
allowing it to have a great range of mobility and a dilated 
Fallopian tube ; but sub- peritoneal fibroids are charac- 
teristically hard, whereas smali ovarian cystic tumours are 
elastic. Moreover, we know that fibroid tumours of the 
uterus are, as a rule, multiple j there is usually i 
than one present. If no irregularity of outline could Ije 





made < 
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1 as regards the uterus, this would he of some ' 



value in excluding fibroids. Occasionally a dilated Fallopian 
tube (hydrosalpinx, heeniatosaipinx, pyosalpinx) may be so 
little adherent as to have as much mobility as a small 
ovarian cyst ; and in such cases absolute diagnosis between ■ 
them may be impossible prior to operation. -\s a rule | 
it is only in the case of small ovarian cysts, partly or com- 
pletely adherent, so that they are either quite fixed, or at ] 
least not freely movable, that real difficulty arises. 

As regards pelvio peritonitis, or oeUuIitis, or pelvlo j 
heematooele, the history will be of great assistance, 
we rely on the physical signs alone, there may be much ' 
difficulty. It may be said in general terms that th e outline 
of an ovarian tumour, even wnth a number of adhesions 
around it, is more definite than the outline in peritonitis, 
cellulitis, and hsmatocele. When there is encysted serous 
effusion, or encysted purulent effusion, as a resuU of peri- 
tonitis, cellulitis, or suppurating hfematocele, we must rely 
chiefly on the history ; but even here the more diffused 
character of the physical signs will help us : for instance, 
in the case of a suppurating pelvic peritonitis, the pus being 
encysted in Douglas's pouch, there will probably be hard- 
jie ss aro und theji^terusjKcup^ing t he pel vis pretty generally, 
except where the pus is actually present, i.e., in this instance, 
in Douglas's pouch. Again, in peritonitis, cellulitis, and 
htcmatocele there will usually be fever ; whereas in most 
cases of ovarian tumour there is no fever : even when an 
ovarian cyst contains fcetid pus there may be little or no 
fever. 

Dilated t\ibeB.—//}'tirosa/fiinx. Pyosalpinx. Hamalo- 
salpinx. — These form swellings in the right and left 
posterior quarters of the pelvis, perhaps encroaching to 
a greater or less extent on Douglas's pouch. They are 
more often bilater al than unilateral. As there is always 
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some peritonitis in their neighbourhood, it is usual for 
the swellings they give rise to, to be m ore or less fixed ; 
only exceptionally are they found as freely movalile as a 
small ovarian cyst. When there is an elastic , somewhat 
sausage-shaped swelling felt in the posterior fornix just 
reaching the middle line, and then a v ertica l groove, and 
then another elastic swelling on the other side of the 
middle line, the swellings being little if at all movable, 
there is considerable probability that they are dilated 
Fallopian tubes. 

ExtrflrUterine fcetation,— Here the history, usually 
at first some interval of amenorrhcea, anc! then Vregular 
hffimorrhages, perhaps with passing of a decidual cast of 
the uterus, the pain in one or other iliac region, and s ome 
oMhe_sjTn^tKetic,symptoms of^pregiiancy, e^., v omiting , 
help U3. -"Vs regards physical examination, the presence of 
a tumour in the pelvis, somewhat elastic , usually more or 
less fixe d, and situated in the posterio r half o f thg_peU"is ; 
ihc enla rgement of th e uterus with blue discolora tion of 
the v agin al portio n and vaginal w;alls, and ar terial pulsatio n 
in the vicinity of the tumour, enable us to arrive at a very 
probable diagnosis of extra-uterine pregnancy. 

Retroflexion of the gravid uteras. — The elastic 
tumour formed by the body of the uterus might be mis- 
taken for an ovarian cyst; more usually the resemblance 
is to an extra-uterine fcetation ; and to distinguish lietween 
these conditions may be difficult, unless the patient is 
under the influence of an anarathetic : there will then be 
usually no difficulty in pushing up the body of the retro- 
fle xed uterus and satisJymg ourselves that it is the body 
of the uterus. Besides, the history of the two conditions 
is different. 
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1 IN Advanced Cases when there i 
Obvious Enlargement of the Abdomen. 



The conditions from which a. large ovari.in tumour has^ 
to be distinguished are : — 

1. Pregnancy. 

2. Phantom tumours. 

3. Distended bladder. 

4. Ascites. 

5. Fibroids. 

6. Hamatoceh. 

7. Encysted serous perimetritis and puniknt feritnetritis, 

8. Hydronephrosis and pyonephrosis. 

9. Hydatids. 

10. Advanced extrauterine pregnancy. 

The first seven conditions are of more common occur- 
rence ; the last three are comparatively rare. 

It will be well to mention shortly the physical sigtis that 
would usually l>e present in the case of a large multilocular 
ovarian tumour (the commonest variety) about the size of 
the uterus at full term. 

Inspection. — ^^'e notice that the abdomgajfijliatended, 
the umbilic us not depressed — either level with the skin, or 
actually pouched out (if there is much co-existing ascites) ; 
on asking the patient to breathe slowly and deeply, if the 
abdomen is exposed to a good light we can often see the 
upper border of the tumour d escending on inspiration, and 
ascending during expiration. We may notice that the en- 
largement of the abdomen is not symmetrical. Irregular 
projections due to the presence of secondary cysts may lie 
distinctly visible at parLs of the tumour, if the abdominal 
wall is thin. 

Large subcutaneous veins , will be visible at various parts 
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of ilie alxiominal wall, and_skin c racka s imilar to those met 
with in advanced pregnancy will usually be present. 

The following mtasurtments should Ijc taken : — i. Maxi- 
mum girth of ihe abdomen. 2. From the xiphisternal 
articulation to the umbilicus. 3. From the umbilicus to 
the upper border of the pubes. 4. From the umbilic 
each anterior superior iliac spine. 5. From the spinal 
column to the umijilicua on each side, so as to compare 
the semi-circumferences. 

'The greatest circumferen ce of the abdomen in ovarian 
tumours i s u sually ^ Jow the umbilicus — two or three inches 
below it, for example. In ascites, the greatest circumference 
is at the umbilicus. Again we measure the distance from 
the xiphisternal articulation to the umbilicus, and also that 
from the umbilicus to the pubes. Normally the umbilicus 
is an inch or so nearer to the top of the pubes than to 
the xiphisternal articulation; in cases of ovarian tumour this 
relation is often altered, so that these measurements are 
equal, or the lower mea.surement may even be greater than 
the upper, the relation of the measurements thus being 
inverted. Further, in ovarian tumours the umbilicus is not 
usually equidistant from each anterior superior iliac spine, 
as it is normally, or in cases of ascites. 

In some cases of ovarian tumour, these measurements 
may not be in accordance with what has just been said, so 
that too much importance must not be attached to thein in 
differential diagnosis. 

Palpation. — ^We recognise the presence of a tumour , 
and are able to define its ^rrnxst above and laterally, more 
or less completely — below, we cannot separate it from 
the 'pelvis. The surface of the tumour is often felt to 
lie irregula r, owing to the projection of secondary -cysts. 
Fluctuation c an be obtained over the area occupied by 
the tumour, or at parts of it. We may be able to feci 
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ng respiration, 



llic move 111 en ts o f the tumour du 
whole alidomen is not too Icnse. 

Percussion. — The area of dulne ss occupi es the middle 
region of the abdomen shading off at the flanks, and at 
the epigastrium, into resonance. The whole of the hypo- 
gastric region is dull. The dulness described is that of 
any large centrally situated tumour — an ovarian tumour, the 
pregnant uterus, a distended bladder, or a large fibroid 
tumour of the uterus. If we define the exact line ai which 
dulness begins from above downwards during quiet respira- 
tion, and then ask the patient to take a deep breath and 
hold it, the displacement downwards of the tumour on 
inspiration causes the line at which dulness commences 
to l>e displaced downwards, so that percussing in the same 
place we get a resonant note in place of the dull note 
obtained lie fore. 

Auscultation. — Nothing liut gurgling sounds (produced 
in the intestines) can be heard, as a rule, at any part of the 
tumour. Sometimes a crackling sound can l)e heard, which 
may indicate a localised peritonitis at the spot, but does 
not necessarily do so. Ocaisionally a sound having some 
resemlilance to the uterine souffle may be heard over 
o\-arian tumours ; it is, however, never so distinct aa in 
cases of uterine tumours. 

On local examination.— -Vhtie may be some bluish dis- 
coloration of^ the vaginal mucous mem brane , but not 
approaching in degree that met with in advanced preg- 
nancy. The vaginal portion of the cervix is neither softened 
nor enlarged, and is not of a particularly blue colour. It is 
commorily quite as easy to reach it as usual, sometimes even 
more easy to reach it, owing to the uterus being pushed 
downwards. Exceptionally, owing to adhesions between the 
r and uterus, the latter is so drawn up that it may b 
mpossilile to reach the os uteri with the finger a 
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I for the uterus to be a l|ttle to the 
right or Itft of the middle line. 

Often nothing of the tumour can be felt on vaginal exa- 
mination ; soniftimes lumps of perhaps the size of a walnut 
can be fell behind the uterus hi Douglas's pouch. Sup- 
posing the rectum to have been emptied, these are, in all 
probability, secondary projections from the surface of the 
tumour, occupying Douglas's pouch, and they may not 
improbably be found adherent there at the subsequent 
operation. 

The sound passes the normal distance (a4 to 3 inches) ; 
if much more, it is usually in cases where the cervix does 
not project into the vagina, the whole uterus being displaced 
upwards, and to some degree elongated by stretching. 

It is often possible in cases of ovarian tumours to retro- 
vert the uterus with the sound, and with the finger in the 
rectum to define the Ixxly of the uterus as quite distinct 
from the tumour. 



Differential Diagnosis. 

Pregnancy, — What ha,s been said on this subject at 
page 1 74, on the differential diagnosis of fibroids, applies 
equally here, and the reader is referred to it to avoid 
repetition. In addition, we may say that in advanced 
pregnancy (as we are now considering only the case of 
large abdominal tumours) it is easy to recognise the parts 
of the foatus, the head particularly ; and if the child is alive, 
we shall Ije sure, on repeated examination at all events, 
to hear the foital heart-sounds, and most probably feel the 
moveme nts of the fc et us. Further, we can on palpating 
in a leisurely manner over the whole of the tumour re- 
cognise that it alternately h a rdens and softens . 

Pregnancy has not very uncommonly been mistaken for 
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ovarian tumour, and occasionally an ovarian tumour is mis- 
taken for pregnancy. I saw a case of o\'arian tumour 
recently (where there happened to be menorrhagia), and the 
case was supposed to be one of pregnancy with placenta 
piEevia. Attempts, necessarily unsuccessful, had been made 
to induce labour. Almost always such mistakes might be 
easily avoided if only all the methods of physical examina- 
tion at our disposal were employed as a matter of routine 
in every case where an abdominal enlargement is present. 

There are two cases of real difficulty in connection with 
the diagnosis of pregnancy, and these are not common. 
They are : — 

I. Pregnancy with hydraninios. 
a. Pregnancy complicated with an ovarian tumour. 
1. Pregnane with hydramnios. — The fact of pregnancy 
will be ascertained by the history of amenorrhcea, and other 
symptoms of pregnancy; and, as regards physical signs, 
by the condition of the breasts, and the softening of the 
cervix. 

The alternate hardening and softening that occurs in 
the walls of the pregnant uterus will be recognised as 
affecting the whole surface of the tumour. Galabin says 
he has known cases of pregnancy with hydraninios tapped 
on the supposition that they were cases of ovarian tumour, 

a. Pregnaney complicated with an ovarian tumour. — In 
early pregnancy there is a danger of the ovarian tumour 
alone being recognised. We must rely for diagnosis partly 
on the history, and, if the ovarian tumour is not very large, 
it may be possible to carry out the bimanual examination, 
and recognise the enlargement of the body of the uterus. 
The condition of the cervix should also be noticed. In 
advanced cases there will be the usual symptoms and 
physical signs of pregnancy to guide us, and we may 
recognise that alternate hardening and softening only occur 
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a-lliny — liiat, of course, corrcspondiny to the 



in part of ih<; 
uterus. 

Pliantoin tmnoiirs. — By this expression we mean 
enlargement of the abdomen, due (i) to the presence of 
flatus, or (z) to a large quantity of fat in the ahdominal 
wall, or (3) to contraction of the muscles, so as to produce 
prominence of the abdomen. All these conditions are 
often present together. The history is not of much value, 
as the patient often is firmly persuaded she is pregnant, 
or that she has a tumour. Often by getting her to keep 
her mouth open, and breathe slowly and deeply, while we 
palpate the abdomen, we can sink the hands deeper and 
deeper at each expiration till we comedown on thevertebrx. 

Bimanually we can make out there is no tumour between 
the fingers, and that the uterus is not enlarged. Phantom 
tumours and pregnancy are, I think, the conditions which 
most often lead to mistakes : such mistakes might always 
be avoided by careful examination, 

In cases where there is any uncertainty, the administra- 
tion of an aniesthetic will always enable us to come to a 
definite conclusion. 

I have known one case where a wide separation of the 
recti, allowing a lari^e hernial protrusion of the intestines 
through the inlcrval. was mistaken for an o\-arian tumour. 

Distended bladder. — In all cases of abdominal tumour 
a catheter should be passed, when, if it be the distended 
bladder, it will of course disappear as soon as all the urine 
has been drawn off. 

ABOitea. — The circuiiiference of the abdomen is usually ■ 
greatest at the level of the umbilicus i n ascites. The 
umbilicus is cquidisuint from each anterior superior iliac 
spine, and maintaias its normal position as regards the 
pubes and xiphisternal articulation, being about an inch 
nearer the former than the latter ; no tumour witti a definite 
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either seen or felt. The flanks are somewhat 



outline c _^ ^^_^_^^^_ 

bulged out, and the front of the abdomen somewhat flattened 
as Ihe'vafient lies on her Ixick. 

In a.scites, ivhen the distention is only moderate, a distinct 
tremor of the surface is often visible, due to oscillations 
of the fluid during respiration. 

The front of the abdomen in ordinary cases is resonant, 
while the flanks are dull. If, however, the colon on either 
side is much distended with flatus, the note will Ije more 
or less resonant on that side. If there is a short mesentery, 
the intestines may not be able to float upwards, and the 
front of the aljdonien may then be dull. This may also 
happen if the intestines are adherent, or the distention 
extreme. If the [wtienl is turned on one side, the upper- 
most flank, previously dull, becomes re.sonant. If the fluid 
is enclosed by adhesions, diagnosis will be very difficult. 

Fibroids. — The diagnosis between fibroid tumours and 
ovarian tumours has been fully considered at page 178, to 
which the reader is referred. 

Hsematocele. — I have seen several cases where pelvic 
hLeu\atocele has been mistaken for a solid ovarian tumour. 
The history o f sudden onset of the symptoms, characteristic 
of hematocele, will usually prevent mistake. Then, again, 
the tumour in htematocele is firmly fixed ; whereas the sohd 
ovarian tumour, unless it is malignant, is more likely to be 
movable: even when malignant, it may be movable at an 
early stage. Malignant ovarian tumours are usually attended 
by severe pelvic pain, with rapid loss of flesh, and ascites 
is not long in making its appearance. Whereas in hiemato- 
ce!e, when the acutest stage is over, and the patient at rest 
in bed, pain is not usually severe ; further, wasting and 
ascites do not occur. 

\Vhen doubt arises, careful enquiry should be made for 
a history of extra-uterine foetation (see p. 31a), as many 
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cases of h,-cniato(ieic are produced liy niptiirc of a lulial 
gestation sac. 

EnoyBted serous or purulent perimetritis.— The 
histotx will help us to dislingui.sh these conditions from 
ovarian tumours ; the illness will date from some of the 
well-known causes of pelvic inflammation, e^., labour or 
abortion ; there will be the history of pelvic pain, perhaps 
rigOR and vomiting ; there will perhaps be some fever 
present at the time the case comes under observation, As 
regards physical signs the tumour formed in either of the 
cases under consideration rarely has the defined outline 
itsual in cases of ovarian tumour, and it is usually much 
more fixed than ordinary cases of ovarian tumour. Again, 
on vaginal examination there will be usually clear evidence 
of inflammatory exudation in the pelvis round the uterus, 
and this organ will be more or less fixed. In cases of 
ovarian tumour nothing abnormal is necessarily felt round 
ihe Uterus ; and though its mobility may he restricted by 
the pressure of the tumour at>ovc it, the uterus is usually 
not anything like fixed. Occasionally, if we consider the 
case only on its physical signs, a centrally situated encysted 
collection of pus, due to perimetritis, may simulate an 
ovarian tumour; but the history and the presence of well- 
marked fevtT will help us to avoid error. 

Hydronephrosis ajid pyonephrosis.— I here will he 
a hist ory of a tumour growing from abo ve downwards ; there 
will usually be disturbances poin tins tg__kidney mischief^ 
frequency of micturition, blood, pus, or albumen in the 
urine; and unless the tumour is large, we may expect to 
be able to separate it from the pelv is, i.e . , on palpatio n get 
the hand under i t. ^Ve shall usually be able to trace the 
colon resonance across the tu mour ; and no line of r 
sonance will l>e found between the tumour and the sp: 
column on the side from which the tumour grows. 
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c>'stic renal tumours the outline is regular, uniformlj" 
smooth and convex. On the other hand, an ovarian 
tumour is first noticed below, and has extended upwards ; 
the intestines are behind it; there is usually a line of 
resonance in each flank between the tumour and the spinal 
column, unless the tumour is very large ; ayain, the outline 
of the tumour is often irregular ; while, of course, the urine 
is, so far as the ovarian tumour is concerned, normal ; and 
menstruation is, as a rule, disturbed. 

Hydatids only rarely occur in the pelvis ; usually there 
will be a history of the swelling havinR sp r ead from above 
dow n. \\Tien they do occur in the pelvns, they are almost 
certain to lie mistaken for some more common pelvic 
tumour, such as a small ovarian c>'st Tapping, which 
would probably enable us to make the diagnosis, is un- 
desirable for other reasons. 

Advanced extra-uterine pregnancy.— Here there 
will be the history, differing in all probability from that 
of ordinary pregnancy. The exact symptoms vary a good 
deal in dilTerent cases ; but periods of amenorrhcea, b roken 
by irregular hsernorrhages , pain in the lower pari of the 
abdomen, perhaps expuls ioT T^ a decidua, are symptoms 
to lie expected at some time. As regards physical signs 
in advanced cases, the parts of the fcEtus can be felt 
with unusual distinctness through the abdominal wall ; and 
if the fcetus is aiive, we shall hear the fceta l heart. In 
actual practice early cases of extra-uterine pregnancy are 
most likely to be overlooked, or mistaken for pelvic 
cellulitis, or peritonitis ; while advanced ci.ses have lo lie 
diagnosed from ordinary pregnancy. The only ovarian 
tumour at all resembling advanced extra-uterine pregnancy 
is a large dermoid cyst with bony projections and masses 
at various parts of it, producing some resemblance to the 
projections of fcetal limbs, or the fretal skull. With care 
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it will usually be easy to make out that the 
is only superficial, that the projections me 
dermoid cysi do not correspond either i 
position with those caused l>y the presence 
Enlargement of the apleen.— The edye 
looking to the right and upwards, and having 
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resemblance ^^ 
with in the 
11 number or 
of a fo2lus. 
of the spleen 
a notch in it, 


and the history of the tumour havine crown from above 


down, will usually serve to distinguish this from an ovarian 
tumour. 

The tumour is found to have a sharp edge with a notch 
in it, this edge looking partly upwards, owing to some 
rotation having occurred as the spleen enlarged. The 
history will be of a tumour beginning above and spreading 
downwards. In most cases diagnosis is easy. Sometimes 
the error is in taking an ovarian tumour for a splenic 
tumour. I remember a case of this, where, at a special 
hospital, the tumour had been thought to be an enlarged 
spleen. At the London Hospital the tumour was thought 
to lie ovarian, and at the operation was found to be so, 

Treatment. — At the present time it is generally recog- 
nised that an ovarian tumour should be removed as soon 
as a diagnosis has been made. The natural history of 
these tumours is known ; the large majority will run on 
to a fatal termination in three years, and they are liable 
to many acci dents, jwhich may place the patient in immediate 
peril at any moment. Tapping is undesirable (apart from | 
the risk of setting up inflammation in the tumour, which, 
if nothing worse happens, will probably render its subse- , 
qucnt removal much more difficult by causing the tumour ^^h 
to become more adherent to surrounding parts), l>ecause ^^H 
if the tumour be tapped, and happen to contain papillary ^^H 
growths, some of the cells are very likely to liecome de' ^^H 
tached from these, .and escaping into the general peritoneal ^^| 
cavity, scl up similar growths there. No one should, under ^^H 




ordinarj- conditions, perform ovariotomy unless circumstanceft'J 
render it probalile that they will have [he opportunity t 
performing the operation a large numlx;r of ti 

OVARfOTOMV. 

Preliminary coneiderotions. — 

operation. — As regards the room, it is to he rememljered 
that there will Ije two persons constantly in it, subsequent 
to the operation — the patient and the nurse — and that, 
according to the rules of hygiene, each of them requires 
at least 3000 cubic feet of air per hour. The air can only 
be changed three or four times an hour without draughts, 
There -should l>e therefore jooo cubic feet of space at 
least in the room ; this will suffice if the ventilation is good. 
A room fourteen feet by twelve feet, and twelve feet high, 
contains roughly about the cubic space mentioned. There 
should lie a fireplace in the room, and a verj- efficient 
system of ventilation is by means of a large Tobin's tube. 
A good light is of course indispensable. 

If the size of the room will allow of it, the bed and the 
operation table should both be in the room at the time of 
the operation ; if the room is loo small to allow of this 
conveniently, the bed may be brought in afterwards, the 
patient, well covered with blankets, in the meantime 
remaining on the operation table. This is the system 
followed in the room which I have for ovariotomy at the 
Ixindon Hospital— the room being a small one. 

Assistants. — Two are needed, one to give the 
and one to stand opposite the operator, and assist him with 
the operation. It is important that the aniesthetisl should 
have had experience in abdominal cases ; for if vomiting 
or coughing occur during the operation, the risk of the; 
intestines coming out (and therefore, of course, the dan| 
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of the operation) n consideral ily increa.=ic;d. Only one 
nurse is absolutely necessary; where two can lie had as 
easily as one, it is better to have two. The nurse also 
should have had previous experience in abdominal cases. 

Preparation of the patient. — She should be confined to 
bed for a few days previous to the operation, and care 
should be taken that the bowels are acting regularly. Two 
nights before the operation a purgative is given, such as 
that recommended on page i lo. 

Ten grains of the pil. col. e. hyoscyami will do as well. 
On the morning of the operation a copious enema of soap 
and water should l>e given. 




Fir,. io8.-Blunt-pc 



The patient should have long warm stockings, flannel 
drawers, and a flannel vest with long sleeves, also a flannel 
jacket to wear over her nightdress, the object of this being 
to avoid any unnecessary chilling during the operation. 
The night Ixjfore the operation the patient should have a 
hot bath, and wash thoroughly with carbolic soap, particu- 
larly the surface of the abdomen. If the operation is fixed 
for ten o'clock in the morning, the patient should have a 
cup of strong Ijeef-lea at six. 

It used lo l)e thought that ovariotomy should not be 
performed during a menstrual period; this is now known 
to make little, if any, matter. In two of my cases the 
patient was menstruating al the time of the operation. Both 
patients made good recoveries. In the first of these I was 
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not told till after wards_ that menstruation had begun. In the 
second case it appeared probable that mental emotion had 
something to do with the occiitrence of the flow ; the 
patient had previously had the operation postponed on 
account of menstruation, then she took scarlet fever, and 
was away some ten weeks at the Fever Hospital. During 
that time she " saw nothing " ; two days before ihe operation 
the metis trual flow began. 

Tke singes. — Twelve sponges are sufficient, three should 
be small, and there should he one large flat sponge ; the 
remaining eight are of the ordinary size. 




Fiii. 109.— Wki 

Some prefer twenty sponges. The greater the total 
number used, however, the more the chance of the nurse 
making some mistake in counting them. The nurse must 
l>e specially informed of the importance of being absolutely 
certain as lo the number of the sponges she has. On no 
pretence whatever should any other sponge be brought into . 
the operation room, nor should any sponge be torn in two, 
nor thrown away during the operation. No matter how 
good the nurse, I prefer to count Ihe sponges before the 
operation mj'self, and have thent counted over before 1 
to closing the wound. The nurse 1 
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allow any spectator to touch the sponges ; it is better for 
the nurse to hand the sponges direct to the operator's 
assistant, and not to place several sponges wrung out into 
any vessel ready for use, as they Ijecome cold ; besides, 
some well-meaning spectator may be tempted to hand a 
sponge when he sees several ready for use in a basin. 

Should the operation be done with full Listerian fire- 
catitions t Without attempting to enter at all fully into this 
tjuestion, it may be said that although, under special cir- 
cumstances, as good results seem to be obtained equally 




Fic. no.— Welti's larrr Pressure Forceps, Snmcli 
an odvanlage to have forceps of the Mine me and srtcngth n 
the lenniiuiJi seen in the next ligure. 



without as with the Listerian system, yet in general il 
appears surely better to give the patient the benefit of the 
doubt, i.e., to perform the operation with full Listerian 
precautions, including the carbolic spray. The desirability 
of doing so is certainly increased when the operation is 
to be done in a general hospiul. With ihc Listerian system 
as good results can be obtained in a general hospital as 
elsewhere. 

List of instruments, etc., needed for ot'itriftomy.—ln an 
operation like ovariotomy, for which so many things are 
required, the only way to avoid omissions is to have a list 
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f>r evcrytliing needed, and prepare for the oiicralion in 
accordance with the list. 

The ultimate responsiljility for everything being right rests 
with the operator ; l)ut as, from the very circumstances of 
the case, many matters of the greatest importance, both 
before and during the operation, have to be attended to 
by otliers, it may be well said that a successful ovariotomy 
is a triumph of organisatipn quite as much as of operation. 

Chloroform or ether. 

Spray {unless large enough to last t\<-o hours). — There 
should l>e two spray;. 




Porcelain trays (4). — They should be sufficiently deep to 
allow the instruments to lie well covered with cartmlic 
lotion without being too full. 

Sponges (12). — See paragraph on sponges, supra. 

Waterproof sheet with oi'at opening.— On one side for 
about two inches round the opening tlie sheet is coated 
with plaster. Just before the operation the side spread 
with plaster is held to the fire, and then made to adhere 
to the surface of the abdomen. The object of having this 
sheet is merely to keep the patient dry, fluid from the cyst, 
etc., that would otherwise wet her clothes, running off on 
the waterproof to the floor. 

Scalpel. — This should not be too small. 

Frobe-pointed bistoury (which some operators use for 
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enlarging the incision upwards ; scissors do equally well 
for the purpose, should this lje required). 

Seisiors{blunl-poiHled).-~OnG straight pair,one |wir bent on 
the flal. 

A pair of large blunt hooks, the hook 
forming a segment of a circle the size 
of a penny. 

Dissecting forceps. 

A pair of longer forceps with teeth. — 
Useful for pinching up the layers of 
the abdominal wall to be divided after 
the skin and fat have been cut through. 

Tioelve pairs ef Spencer Wells's small 
pressure forceps. 

Two pairs of Spencer Wells's large 
pressure forceps. 

Pedicle needle for transfixing the 
pedicle. Some use this made with a 
sharp point. An instrument with a 
point that is nut actually sharp, and 
yet not very blunt, is the one I prefer. 
The eye should take No. S Chinese 
twi.st, when wet, easily. 

Cyst forceps.— Two pairs. 
Wells's trocar. 
VolseUa (a). 

Twelve pairs of straight needles for I 
[tossing the deep sutures through the 
alxlominal wall. 

Twelve pieces of silk about eighteen "^^'"'j,. "' 
inches long (Spencer Wells) are cut, 
and threaded at each end on one of the needles. 

Needle-holder and three small curved needles for passing 
the superficial sutures, if any are needed. 
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" I always have all the silk to be used boiled in a solution 
ir carbolic acid (i to 40) the day before the operation, and 
then left in a solution of similar sttenglh till required. 

Fint carbolised uiigiit for the superficial sutures in the 
aWominal wall, 

Two mackinlosh aprons are required, one for the operator, 
the other for his assistant. They should be long enough 
to reach from the neck to the feet, and must be thoroughly 
washed after each operation. 

A laryngouopic mirror and lamp should be at hand for 
throwing light into the pelvis if necessary. Trouvd's electric 
lamp (worn on the operator's forehead when in use) is 
better, if it can be obtained. 

TVff ordinary mackintoshes. 

Lister's dressings. 

Afianml binder to festen over the dressing. It is well 
to have lint sewn at the part where the binder conies in 
contact with the patient's back. 

Strips of flannel bandage to pass round each thigh, and 
pin to the lower edge of the abdominal binder, so as to 
keep it in place. These strips should be changed after 
the operation by the nurse, as often as they become 

Calico bandages for fastening tlie patient's hands to the 
operating table, A few turns should also be passed over 
the patient's knees and round beneath the table, to prevent 
her legs being moved. 

Three basins, two for the nurse to use in washing the 
simnges, and one placed conveniently for the operator, that 
he may rinse his hands from time to time during the 
operation. 

At the London Hospital I have a large tin vessel holding 
two or three gallons of a t to 40 carbolic acid solution, 
heated by a large spirit lamp underneath, to ensure a 
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plentifuJ supply ot hot water throughovit tht operadoi 
without the nurse having to obtain it from outside. 

A catheter. 

An injection iottle, in case it is requisite to give bt 
per rectum. 

Jiasor and sublimate glycerine {i to looo) for shaving 
the puhes. 

Hypodermic syringe for giving morphia, if necessary, aftai 
the operation. 

Certain other instruments must be at hand in reserve. 

1. In case drainage may be necessary : — 
Keith's glass drainage tubes (diffv:rent sizes). 
India-rubber sheeting for the same. 

2. In case it may be necessary to fix the pedicle in the lovaer 
angle of the wound: — 

The clamp, with wires, and pincers, for adjusting the 

Transfixion pins with caps. 

Solid perchloride of iron for applying to the stump. 

The Operation. 

Before the patient is brought into the room all the il 
strum en Is are covered with a towel. 

The nurse should see that the patient passes her 
immediately before she is brought in. 

No spectators should be allowed in till the patient i 
under the influence of the anssthetic. 

As the patient lies on the table her clothes are drawn up 
round the waist, so as to be out of the way ; the legs are 
then tightly wrapped in a blanket, arranged so that it can 
be tucked in below the feet. 

As soon as the patient is unconscious, the pubic hair is 
shaved off, so far as it seems likely to be in the way. The 
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hands aie tied back by a bandage passed beneath the ' 
lable; and similarly the knees are kept flat by a few turns 
of bandage. An ordinary mackintosh is now placed over 
the blanket covering the lower extremities. 

The operator and his assistant take off their coats, and 
turn up their shirt sleeves well above the elbow ; it is con- 
venient to fasten the rolled-up vest to the shirt on the 
shoulder with a safety pin. They now wash their hands 
and arms thoroughly, paying special attention to the nails, 
and after washing soak the hands and arms for a minute 
or so in iodine water ()Sij. or Jiij. Tr. lodi to Oj. water). 
The mackintosh with the oval opening, which has been in 
the meantime held to the fire by the nurse to melt the 
plaster, is then carefully adapted to the surface of the 
abdomen, so that the aperture is symmetrically situated 
with regard to the middle line from the umbilicus to the 
pubes. The lower end of the opening in the mackintosh 
should be two inches above the pubes. 

The ojierator now sponges the skin with i in 40 carbolic 
acid, and also the mackintosh for a few inches round in 
each direction. He then hands the basin of i in 40 car» j 
bolic to his assistant, who dips his hands, the basin being j 
returned beside the operator. 

The inciBion. — The spray is now turned on, the operator 
takes a scalpel and makes the incision. 

This should Ije in the middle line, and should begin about 
3j inches above the lower end of the opening in the mac- 
kintosh, extending down nearly lo that point, i.e., to within 
two inches of the symphysis pubis. As soon as the skin 
and fat are divided, the assistant should press a sponge 
firmly into the wound for a few seconds; the oper.ntor 
then lixes Wells's pressure forceps on any bleeding points. 
Unless the recti have been separated, the sheath of one or 
other rectus must be opened, as there is no linea alba 
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below the umbilicus (Treves). The operator pinches up 
the while aponeurosis in view with toothed forceps, and 
makes an opening in it with the knife held flat. The 
ajKineurosis is then divided to the full extent of the wound 
by means of scissors bent on the flat. The recti are not 
to be cut ; the operator must look for the interval between 
them, and divide the tendinous structures found there by 
pinching these up, and cutting towards himself, with the 
knife held flat, till the yellow sub-peritoneal fat comes into 
view. Spencer Wells's forceps are then put on any points 
that may be bleeding, and the wound sponged clean. The 
sub-peritoneal fat and peritoneum are then pinched up and 
divided, with the knife held flat as before. As soon as the 
opening made in the peritoneum is large enough to admit 
the finger, the fore-finger of the left hand is introduced, and 
the peritoneum, opened to the extent of the wound by 
means of scissors bent on the flat, passed along the finger. 

The surface of the cyst, which usually has a greyish-blue 
colour, is now seen. The wound should be large enough 
to allow the operator to introduce his hand and part of his 
arm into the peritoneal cavity, so that he may thoroughly 
explore the relations of the tumour. 

If the cyst is small, so that it can be removed without 
puncturing it, either through the existing wound, or by only 
enlarging this a little, it is better to remove it entire, as it 
is impossible to be sure beforehand that the contents may 
not be fcetid pus. As a rule, however, the next step of the 
operation is puncturing the cyst. 

The assistant steadies the cyst by placing his hands one 
on each side of the abdomen. The operator then takes the 
trocar and plunges it into the cyst, using no more force than 
is necessary. As soon as the trocar is in the cyst cavity, the 
canula must be projected beyond the trocar. As a rule the 
claws on \\'ells's ttocar do not afford a very satisfactory hold, 




su that it is belter to seine the cyst wall near the point of 
puncture with a volsella. Great care should be taken to 
avoid allowing any of the contents of the cyst to escape 
into the peritoneal cavity. If the tumour is composed 
chiefly of a single cyst, it will soon have collapsed suffi- 
ciently to allow of it being drawn out of the wound ; if, on 
the contrary, the tumour is made up of several large cysts, 
besides the one punctured, it will not come out. It will 
then be necessary either to bring these in turn, so long as 
the tumour cannot be drawn out, up to the wound, and punc- 
ture them ; or the puncture first made may be enlarged, so 
that the operator can pass his hand and arm into the interior 
of the cyst, and break up the secondary cysts. 

If the operator's hands are fouled with the contents of 
the cyst, he must wash them thoroughly before again using 
them within the cavity of the peritoneum. As the tumour 
is gradually drawn out of the wound, its surface is carefully 
watched with a view to the recognition of adhesions. 

Adhesions to the omentum are the least serious. If the 
omentum is very extensively adherent, it must be tied in 
sections with carbolised silk. If too large a piece of it is 
trusted to one ligature, there is great danger of secondary 
hemorrhage. 

Adhesions to the imestine are much more serious. An 
attempt must be made to separate the cyst from the in- 
testine by pressing with a sponge. If this does not succeed, 
the cyst wall must be divided, and a thin lamella of it left 
adherent to the intestine. Adhesions deep down in the 
pelvis also require very careful management. 

According to their length and firmness, it will either be 
right to tie them with carbolised silk, or to split the cyst 
wail and leave a thin portion of it attached. 

Ligature of the pedicle. — The assistant holds up the 
tumour so that the pedicle is well in view. The operator, 
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holding the pedicle between the thumb and fingers of the 
left hand, selects the point through which to pass the 
pedicle needle, specially avoiding any vessel. He then 
transfixes tt with the pedicle needle (Fig, 114), threaded 
with the silk previously selected for the purpose. The 
loop of the ligature is seized on the far side of the pedicle, 



Fic. 1 14. — Pedicle needle for tranifiiing Lhe pedicle. 



and held while the pedicle needle is withdrawn. The loop 
is now drawn through till it is large enough to allow of its 
being carried over the whole cyst towards the operator ; he 
then places one of the free ends above the loop, and hold- 
ing the pedicle with his left fore-finger and thumb, draws 
the two free ends of the ligature taut, so as to constrict the 



Fig. lis.— The .Staffordshire knot. 

pedicle. They are then tied as tightly as is possible withoi3~ 
breaking the ligature. In making the first tie, the one end 
should be hitched twice over the other. 

This mode of managing the ligature — drawing back the 
loop over the tumour — passing one of the free ends above 
the loop, drawing the ends tight, and tying, is the one in- 
troduced by Mr, Lawson Tait, and he has named the k 
"the Staffordshire knot " (Fig. 115). 
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When the knois are being drawn tight, Ihe assistant 
:[ lower the tumour, so that the pedicle may not be on 
the stretch. 

Another simple way of ligaturing [he pedicle is to transfix 
as before, leaving a loop on the far side, then to carry one 
of the free ends round the pedicle, pass it through the loop, 
draw the two free ends tight round the other side of the 
pedicle, and tie them together (Figs. ii6 and 117). Thi< 
is an extremely convenient method, and I have latterly used 
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Fig. 116 (Doran). 
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it in almost every case. This knot also answers well for 
tying the broad ligaments in vaginal hysterectomy, and I 
have referred to it when describing that operati( 

It is important while tying the ligature, although aiming 
at lying il tight, to stop well short of using the degree of 
force that will break it : apart from the waste of time 
applying another, such an accident may lead to a tearing of 
the pedicle, and this may be very troublesome. In one 
of my cases the ligature broke : I immediately turned to get 
another, and proceeded to transfix and lie what appeared 



«= I 

A 




DISEASES OF WOMEN, 

to be the same pedicle as before. After the ligature » 
applied there was an area outside it, from which pretty free 
bleeding occurred ; and as there had been no adhesions in 
the case, I was at first puzzled to account for it. It was 
really the outer pari of the original pedicle which had been 
tom, or, as it were, had the peritoneum " scalped " off it by 
the first ligature. As soon as I made out what had hap- 
pened I transfixed the broad ligament, and tied the bleed- 
ing surface with the Staffordshire knot. The patient made 
a good recovery. 

Some recommend tying a preliminary ligature round the 
outer part of the pedicle before applying the main ligature. 
It certainly appears to be an additional safeguard against 
secondary- haemorrhage ; it cannot be considered as abso- 
lutely necessary ; but, as a rule, I have myself felt it safer to 
use it. 

It is well also to tie a ligature round the whole pedicle, 
taking care to let the silk lie in the groove already made 
by the other ligatures. There will thus have been three 
ligatures used for the pedicle. All the ligatures are cut 
short 

Two pairs of Wells's small forceps are now fixed one on 
each side of the pedicle, about three-quarters of an inch 
beyond (on the tumour side of) the ligature, and the pedicle 
is cut through just beyond them. These forceps are to 
enable us to bring the pedicle into view, without disturbing 
the ligatures, just before the wound is closed. 

A sponge fixed in a pair of sponge forceps (somewhat 
resembling Wells's large pressure forceps) is now guided 
down along the fingers of the left hand into Douglas's 
pouch. If there is no bleeding, it is best to get on with 
the introduction of the sutures into the abdominal wall. 
A large Rat sponge is passed into the wound, so as to keep 
back the intestines, and soak up the small amount of blood 
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escaping as the sutures are being passed. A large blunt 
hook is now Introduced into the upper and lower angle of 
the wound : these hooks are held by the assistant ; they 
facilitate the even introduction of the sutures, and the neat 
apposition of the edges of the wound. No needle-holder 
is necessary ; the operator begins at the lower end of the 
wound, pinches up the abdominal wall with the fore-finger 
and thumb of the left hand, and passes the needle from the 
peritoneum, about a quarter of an inch from the cut edge, 
through all the structures of the abdominal wall, muscle 
included, and brings out the needle on the skin alraut a 
quarter of an inch from the cut edge. The needle already 
threaded on the other end of the suture is then passed 
similarly through the abdominal wall on the other side. 
When as many sutures have been passed as seem necessary, 
the free ends on each side are gathered together, and fixed 
with a pair of Wells's forceps; the loops of the sutures 
lying across the wound are then pulled long enough to 
allow of their being caught and held out of the way by the 
blunt hooks in the upper and lower angles of the wound. 
The fiat sponge is then removed. If much blood or fluid 
from the cyst have escaped into the peritoneum, it is best to 
wash out the peritoneal cavity by pouring in iodine water 
(5j. Tr. lodi^Oj.) heated to blood heat. This may be 
done conveniently by pouring it in from a jug. The edges of 
the wound are held together, and the abdomen is kneaded, 
so that the fluid may wash the peritoneum thoroughly. 
The time occupied in the process, and the quantity of fluid 
10 be introduced, will depend entirely on the degree to 
which the peritoneum has been fouled. I'or example, if I 
foetid pus from a suppurating cyst has got into the peri- 
toneum, the washing must be done very thoroughly indeed. 
The iodine water is then sponged out ; just at the last, the 
patient's shoulders being raised o(T the table, to allow all the 
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fluid ic> finw into Ihe pelvis. The last sponge should c 
up clean, 

I used to use carlxilic lotion 1 to 40 for washing out tht 
peritoneum ; hut though I never saw any harm (beyond 4 
transient carboluria) result, 1 think the iodine vfater is ev« 
better. Many operators use only plain hot water. 

The operator should not forget to look at tlie other ovaiyfl 
if it should be in a state of cystic degeneration, it also 11 
Ije removed. 

The sponges and forceps must now be carefully counts 
l>efore closing the wound; it is best that the counting I 
done under the operator's eye, so that he may fee! personall/j 
certain that the numbers are correct. 

The abdominal sutures are then tied, beginning below^l 
the edges of the skin being carefully adjusted, and thef 
sutures not lied too tightly. If necessary, superficial sutureaB 
of fine carbolised catgut are inserted with a small curved ■ 
needle held in a needle-holder. The waterproof sheet is 
now removed, the surface of the abdomen cleaned, and the 
wound dressed. One pad of wet carbolic gauze is laid o 
the wound, followed by several layers of dry gauze, and thenHJ 
a considerable quantity of loose gauze in strips. The out-^ 
side dressing is then put on, and the flannel binder pinnec 
tightly over all. The patient is then put back to bed. Thai 
should be a hot bottle for her feet ready in bed. 

Special difBcultiea daring the operation. — The^e^ 
may at the outset be some diflSculty in ascertaining when 
the peritoneum has been reached ; this is likely to occur 
when there are dense adhesions bet«-een the anterior surface 
of the tumour and the parietal peritoneum. Under suchj 
circumstances it is best to enlarge the wound in an upwar 
direction, so as to endeavour to strike the peritoneal cavity 
above the adherent part of the tumour, 

The tumour may be found to have no pedicle, having(!| 




grown between ihe layers of the broad ligament benealh the 
pelvic peritoneum. Sometimes after lapping it becomes 
possible to get a sort of broad pedicle, and tie it in the 
usual way. This happened to me in one case where the 
tumour had grown outwards between the layers of the left 
broad ligament lo the wall of the pelvis. There were no 
adhesions; but before tapping the tumour was perfectly 
immovable. The patient made a good recovery. 

Eunoleation.— When no pedicle can be established 
even after tapping, the opening made by the trocar must be 
enlarged somewhat, and the cyst shelled out of its capsule. 
Large vessels must be seized with Wells's forceps and tied. 
Care must be taken not to lacerate the capsule during this 
proceeding. 
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Fio. 118.— Kbith's Glass Drainaoi Tkbb. 



As regards the capsule left after enucleation of the cyst, it 
may happen : — 

1. That it can be drawn up, its attachment transfixed, and 
tied like an ordinary pedicle, and the rest of the capsule 
removed; or, 

2, If this cannot be done, the capsule must be drawn up 
and stitched to the lower pari of the abdominal wound; 
any superabundant portion beyond the stitches being cut off, 
If the capsule has not been lorn in shelling out the cyst, 
the cavity of ihe capsule will then be completely shut off 
from the general peritoneal cavity. A glass drainage tube 
is inserted into the cavity of the capsule. The peritoneal 
cavity is treated in the ordinary way, as already described. 

On opening the abdomen the tumour may prove to be 
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malignant, and so densely adherent in every direction that 
removal of it would be impossible. In such a case the 
wound must l>e closed. Apart from malignancy, an ordinary 
ovarian tumour may be so universally adherent that com- 
plete removal is impossible. In such a ease the openingj 
macie by the trocar in the cyst is enlarged, the hand ii 
duced into the cyst cavity, and as much as possible of then 
solid material in the cyst, if any, removed ; the edges of the 
cyst are then stitched to the abdominal wall, so as to shat 
off the cyst cavity from the general peritoneal cavity, and a 
glass drainage tube inserted. 

Drainage. — In the account given of an ordinary com- I 
plete ovariotomy, drainage is not mentioned, because in the' I 
large majority of cases it is not required. It is a very | 
difficult matter in certain cases to decide whether to insert I 
a drainage tube in the lower angle of the wound, or not j 
Most cases certainly do not require it. Moreover, it adds | 
to the difficulty of the after-treatment, and unless very skil- 
fully managed is an additional source of danger in itself.' 
The more manipulation thai has been necessarj- within the 
peritoneal cavity, the more likely is it that a drainage tube 
ought to be inserted. Wlien, therefore, the operation has 
been very long and difficult, when a very large number of 
adhesions have had to be dealt with, and particularly when 
the separation of adhesions has left a large oozing surface, 
a glass drainage tube (Fig. ii8) should be inserted in the 
lower angle of the wound ; it should be passed well down 
into Douglas's pouch. The exposed end of the tube has a 
projecting collar ; this is passed through a small hole in the 
centre of a piece of india-rubber sheeting, about a foot 
square. The hole is so small that the end of the tube can 
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only be passed through when the india-rubber is on the 
stretch ; it thus grasps the tube firmly. A sponge is placed 
over the end of the tube, and the india-rubber wrapped 
round the sponge, so as to exclude the air. The upper part 
of the wound is dressed in the usual way. The sponge has 
to be changed and wrung out of carbolic lotion (i in 40) 
every twelve hours, but twice in the first twelve hours after 
the operation. An india-rubber tube attached to a syringe 
is then passed into the drainage tube, and as much fluid 
sucked out as possible before replacing the sponge. When 
the colour of the discharge is no longer red, and the quantity 
of it very little, the tube may be taken out. As a rule it 
may be taken out in thirty-six or forty-eight hours. 

After>treatmeut. — The patient has nothing given her 
by the mouth for the first ihirty-six liours except pieces of 
ice tosuck, or a teaspoonfu! of iced soda water. Sometimes 
small quantities of hot water seem more grateful to the 
patient. If the patient is feeble, it is as well to begin giving 
nourishment per rectum from the beginning. Griffin's 
meat suppositories are useful, alternated with enemata of 
beef-tea ; thus if a suppository is given at twelve o'clock, a 
nutrient enema may be given at three o'clock, another 
suppository at six o'clock, and so on. The nutrient enema 
should not be more than three ounces in quantity; it may 
consist of two ounces of peptonised beef-tea and one ounce 
of brandy. Great care is necessary to avoid (i) giving the 
enemata loo frequently, or (j) persisting with them longer 
than is absolutely necessary. 1 have known a very trouble- 
some diarrhcea to be set up in this way. A tube should 
\>e passed a little way into the rectum to allow flatus to 
escape l^efore giving the enema. Hypodermic injections 
of morphia are given if the patient is in much pain; they 
are not always necessary. After the first thirty-six hours, if 
there is no sickness, she may begin to take fluid nourish- 
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menl by the mouth, coniuiencing with a. leaspoonful of beef- 
tea every half-hour. Milk nol infrequently seems to dis^ee ] 
during the first three or four days. 

The stitches are taken out on the eighth day, the wound i 
being well sponged with i in 40 carbohc lotion before 
doing so. A pad of salicylic wool is laid on and fixed by 
broad bands of strapping to support the cicatrix. From 
neglecting to do this the wound burst open in one of my 
cases. The patient was the subject of chronic bronchitis. 
The edges of the wound were drawn together with strapping, 
and the patient did well. The bursting open of the wound 
was not attended by any special symptoms, although a 
coil of intestine could be seen at the bottom of the wound. 
This immunity was, I think, due to the fact that the general 
cavity of the peritoneum was shut off by adhesions, and also 
to the fact that the case was being treated on rigidly anti- 
septic principles. 

Towards the end of the week the bowels should be 
opened by an enema. 

^Vhen the case is going to do badly after an operation, 
unfavourable symptoms usually set in about the third 
day. 

Rise of temperature, rapidity of the pulse, vomiting, hic- 
cough, and abdominal distention may occur. 

The more of these symptoms that are present together, 
the worse the prognosis. 

Another early symptom, if the case is going to do badly, 
is a change in the appearance of the patient's face; it 
acquires a pinched look. The patient raay be slow in 
apprehending what is said to her, and there may be some 
dergee of restlessness. 

A high temperature must be treated by applying ice, or 
ice-cold water, to the head, — the former by means of an 
ice-bag, the latter by means of Thornton's ice-cap. An ice- 





Brandy must he given according t 



bag does very well, 
the stale of the pulse 

If all the unfavourable symptoms mentioned aie present, 
very little can be done for the patient, and she is almost 
certain to die before the eighth day. 

Mr. Lawson Tail writes as follows ; " Concerning fatal 
cases, I am altogether of Dr. Keith's opinion, that the very 
first search to be made for an explanation should be in the 
details of the operation." • 

When the patient is convalescent, an abdominal belt 
should be ordered for her before she gets out of bed. She 
should wear it for a year after the operation. Another 
point of importance is to warn her to be exceedingly careful 
to rest, and to avoid any exposure at the menstrual period 
for some time to come. Neglect of this precaution may 
lead to very alarming symptoms, high temperature and rapid 
pulse particularly, which, however, usually pass off in a few 

Mortality of ovariotomy — Although long runs of cases 
are recorded from lime to lime without any fatality, yel it 
may be taken that if the rule of operating on every case of 
n tumour as it comes is followed without any rejection 
of cases, there will be from five to ten deaths ii 
one hundred consecutive cases, even in the best hands. 

OVAR[TlS, 

£tiology. — The conditions usually given as causing 




Labour and adortion. 

Gonorrh<va. 

Supprttiion of menitrualion by (old. 

Operaliom on the uterus. 

s ef tht Ovan'ii, 4tl) edli. 




DISEASES OF WOMEN. 

Recent marriage. 
Certain fe. 

Atco/tulism (Matthews Duncan). 

On looking through this list, it will be seen that 
of these causes are causes of pelvic inflammation {pelvic 
peritonitis and cellulitis). 

It is difficult to imagine what may be called an isolated 
ovaritis, i.e., an inflammation of the ovary without any 
implications of the structures in the immediate neighbour- 
hood. ProlDably in most cases ovaritis is secondary to 
pelvic peritonitis or cellulitis. In the case of ovaritis 
secondary to pelvic peritonitis, the inflammation has spread 
along the Fallopian tube to the peritoneum, producing 
pelvic peritonitis, which involves the peritoneal aspect of 
the ovary, producing adhesions between it and surrounding 
parts, e.g., the Fallopian tube : this is periovaritis. Just a£ 
in pelvic peritonitis the tissue immediately under the peri- 
toneum must participate to some extent in the inflammation, 
so in periovaritis no doubt the superficial layers of the 
jjarenchyma are at the same time to some extent involved. 
In the case of imnntis secondary to pelvic cellulitis (interstitial- 
ovaritis), the inflammation has spread along the connective 
tissue in the fold of the broad ligament forming the 
ovarium to the parenchyma of the ovary. Under pelvic 
cellulitis I have referred to a specimen 1 had the oppor- 
tunity of examining, where the inflammation in the broad 
ligament was in the stage of phlegmon, while that in the 
adjoining ovary had gone on to abscess. A follicular form 
of ovaritis is described where the contents of the Graafian 
follicles become turbid, or purulent, the parenchyma of the 
ovary being more or less involved at the same time. It is 
sufficient, however, to speak of periovaritis and interstitial 
ovaritis. 

Ovaritis may be acute or chronic. In the acute form 
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OVARITIS. 

there is more ot less enlai^ement of the ovary. In the 
chronic form the organ may be enlarged ; but, on the other 
hand, it is said that it may be smaller than normal, the 
change being of a cirrhotic nature, with destruction of 
follicles. It is well to remember that healthy ovaries vary 
considerably in size. The ovaries even in the same body 
are often different in size ; and, again, the same ovary varies 
in siiie at different times, enlarging during menstruation and 
pregnancy. 

Except where there is a great deal of fat in the abdominal 
wall, the ovaries can be felt by those practised in the 
bimanual examination, even when the ovaries are of normal 
size. This can certainly be done with the aid of an anaes- 
thetic, and not rarely even without it in those people who 
submit well to the examination. We must not conclude, 
therefore, merely because the ovaries are to be fell, that 
there is necessarily anything abnormal — any inflammation 
or degeneration of the ovary, 

Symptoms and signs. — In acute cases these are the 
same as for the pelvic peritonitis or cellulitis, to which 
the ovaritis is in the large majority of cases, if not in all, 
secondary. 

In chronic cases the patient complains of pain at the 
affected side ; dysmenorrhcea, pain on coitus, sometimes 
pain on micturition or defacation, There is sometimes 
menorrhaRia. \Vhether this is present or not depends on 
whether there is co-existing endometritis of the body of the 
uterus or not (Matthews Duncan). 

As regards the physical signs, the uterus is probably less 
movable than normal, owing to the persistent adhesions; 
and there is a swelling about the size of a walnut in th e 
situation of the ovary , th is swell ing o ften being mo re or l ess 
fi xed. 

Such swellings, when they come to be examined after 
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ri;movaI by operation or post mortem, are often found to 
consist of the Fallopian tube (more or less dilated, its 
fimbriated extremity not to be recognised, the tube ending 
on the surface of the ovar>-}, matted to the ovary by adhe- 
sions; and there are also adhesions between the swelling, 
formed by the tube and ovary, and adjacent parts. Such a 
condition is not uncommonly bilateral. I have known cases 
where swellings, believed to be enlarged ovaries, as the 
result of physical examination, were found to be chiefly 
due to dilatation of the Fallopian tubes at a subsequent 
operation. 

Treatment. — The treatment of acute ovaritis is that of 
acute pelvic inflammation, and the treatment of chronic 
ovaritis is very similar to that for chronic pelvic inflamma- 
tion, e.g., blisterin g or painting the area to which pain is 
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referred w ith iodine j hot vaginal douches ; the use of a 
glycerine plug every night ; and regulating the bowels- If 
there is menorrhagia, ergo t o r bromide of potassium, in 
scruple doses, may be tried. Though many cases improve 
under such treatment, the improvement is often only of a 
temporary character. This is especially so where the patient 
is of a markedly neurotic temperament. Apart from this, 
many cases undoubtedly get well if the course of palliative 
treatment is sufficiently prolonged. When this is not so, 
the question of remo val of the ovaries and tubes may have 
to be considered. The patient must thoroughly understand 
what it is proposed to do — the risks of the operation itself, 
and the possibility that she may not be cured by it ; the 
sterility necessarily produced (though many such cases 
are fer se sterile, owing to occlusion of the tubes). The 
operation is a more difficult one than ovariotomy, owing 
to the dense adhesions often met with, and should 
only be undertaken by a specialist skilled in abdominal 
surgery. 
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Dispi, 



' THE OVARV. 




It must be remembered that the position of the ovary is 
constantly varying, according to (he position of the uterus. 
This follows from the intimate connection of the two organs, 
so that ihere is no one position entitled to be considered 
the normal position of the ovary. In reality there are several 
normal positions for it. 



Her nia. — Prolapse. 

Hernia. — The ovary may be found in a hernial sac, 
usually that of an inguinal hernia. Cases of this kind are 
usually congenital. The treatment consists of protecting 
the organ from pressure by a suitable shield. If this cannot 
be done, and the suffering is consideralile, it may be removed 
by operation. 

Prolapse. — The common form of this is where the ovary 
descends into Douglas's pouch. It does this in marked 
retroversion or retroflexion of the uterus. In such cases 
both ovaries can usually ije felt in the posterior fornix, one 
on each side of the swelhng produced by the uterus. Again, 
in cases o f procidentia uteri, when the whole uterus lies 
outside the vulva, the ovaries can oden be felt at the sides 
of the utcru.?. 

The ovary may, however, come to lie in Douglas's pouch 
if its attachment to the hroad ligament becomes stretched. 
without any displacement of the uterus. Such stretching is 
likely to occur when the ovary enlarges from any cause, and 
remains freely movable. 

Byrnptomg. — Pain on coitus is present, and perhaps also 
or less constant 




pain on defsecation , or there may \k i 

pain aggravated on such occasions. Menstruation may be 




Fro. Iig. — Diagram of ihc striiciurei in, anJ mljaccnl to, the broad 
ligamenl (Doran). 

I. FrBmen-Di'k oF the parenchyma of ihe ovary, seat of la, simple 
or glandular, multilocular cyst. 2. Tissue of hilum, with 3, papillo- 
mntoiis cyst, 4. Broad ligament cyst, independent of paiavaiiam 
and Fnllopian tube. 5. A similar cyst in broad ligament obove the 
tube, but not connected wilh it. 6, A similai cyst developed close 
to 7, ovarian fimbria of lube. 8. The hydatid of Moi^agni. 9. Cyst 
developed from horizontal lube of parovarium ; cyits, 4, 5, 6, 8, and 

9, are always lined internally with a simple layer of endothelium. 

10. The parovarium ; the (lotted lines represent the inner portion, always 
more or less obsolete in Ihe adult It, A small cyst developed from 
a vertical lube ; cysts that have tbis origin, or that sprmg from the 
obsolete portion, hive a lining of cubical or ciliated epithelium, and 
tend to develop papillomatous growths, as do cysts in a, tissue of 
the hilum. iz. The duct of Gartner, often persistent in the adult as 
a tibrons cord. 13. Track of that duct in the uterine ivall ; unobliter- 
aled portions are, according to Cobleni, the origin of papillomatous 
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walnut, is (eh in ihc pnjUprinr fornix . Ii may bt; movable 
Or fixed, ac cording to the presence or absence of adhesions. 
It must be distinguished from the body of the retroflexed 
uterus. This is easily done either by the bimanual exami- 
nation, feeling the body of the uterus in front, or by passing 
the sound. The sJckeninR pain caused by pressure on th e 
ovary a lso serves to identify it. 

Treatment. — If the prolapsed ovary is movable, it may 
be pushed up, and an effort made to keep it up by inserting 
an elastic ring pessary of suitable size, or a Hod g e's pessary, 
preferably one with its upper end made lo contain glycerine, 
so as to produce a sort of soft cushion. If palliative mea- 
sures fail, we may remove the ovary by operation, if the 
patient is anxious for this to be done, after the nature of the 
proposed operation has been explained to her. 

MsJformatlons It is sufRcient to mention that the 

ovaries may in rare cases be congenitally absent. Some- 
times one ovary and the other uterine appendages of the 
same side are wanting. The corresponding kidney may 
also be alisent. A more frerjuent anomaly is that the 
ovaries are present, but arc imperfectly develojied, and 
remain so throughout life. 

ParoTarian cysts. — Fig. 1 19 shows diagrammatically the 
relations of the jjarovarium and neighbouring structures in 
the broad ligament. A parovarian cyst is formed by disten- 
lion of one of the tubules of the parovarium. Sometimes 
parovarian cysts contain papillary growths. 

The fluid in a parovarian cyst is thin, and of low specific 
gravity. It contains a little salt and a trace of albumen. 

As these cysts sometimes contain papillomatous growths, 
they should not Ijc tapped, for fear of infecting the peri 
toneum. They should be removed in the same way as an 
ovarian lumour. 




The normal poBition of the uterus. ^The accompany- 
ing diagram (Fig. lao) shows what may be taken as the 
normal position of the uterus when the bladder is empty. 
The position is one of slight anteflexion. 

It must not be forgotten, however, that although it is 
customary to speak of that position of the uterus as more 
particularly (ht normal position, there are in reality several 
normal positions — several other positions which the uterus 
may occupy that are to he regarded as physiological, not 
pathological. 

For example, as the bladder fills the uterus is pushed 
backwards as a whole, rotating round an imaginary trans- 
verse axis. In technical language, it becomes retroverted. 
In Fig. izi, B, C, D, indicate the positions successively 
occupied by the uterus as the bladder becomes more and 
more distended. Wlien the bladder is emptied the uterus 
returns to its original position of slight anteflexion, A. 

Flexion of the uterus — By a flexion of the uterus we 
mean that the lo ng axis of the body of the uterus makes an 
angle, more or l ess obtuse according to the degree of flexion. 
with the long axis of the cervix. The angle is usually 
situated at the internal os. 

In Fig. i!0 the long axis of the body of the uterus meets 
the long axis of the cervix at about an angle of 120°. 

j4«jfe/?Mwa,— When the angle formed by the meeting of 
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these two axes is on the anterior aspect of the uterus, we 
havu anteflexion. 




Retinfiixion. — When the angle is on the posterior aspect 
of the uterus, we have a retroflexion. 
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Vflraion of the Qtema. — When tlie whole uterus is 
rotated round an imafiinary transverse axis, without the 
position of the cervix and body relative to one another 
beinti altered, w e have what is called a version of the uterus. 
If the rotation is forwards, an antevcrsion ; if backwards, 
a retroversion. 

Version and flexion may be combined in the same case. 
For instance, a uterus may be antellexed and retroverted at 
the same time, the axis of the cervix making an angle with 
the axis of the body on the anterior aspect of the Uterus, 
and then the whole organ being rotated backwards on an 
imaginary transverse axis. 

DiEignOflu.— Normally the external os is found looking 
downwards and backwards ; and on bimanual examination, 
if Ike bladder is tmply, the body of the uterus can be grasped 
between the internal finger and the fingers of the external 
hand. 

In other words, on bimanual examination, when the ' 
uterus is in the normal position, the body of it can be felt 
through the anterior fornix ; that is to say, the uterus is 
anievcrted or anteflexed. Conversely, if the body of the 
uterus cannot be fell through the anterior fornix bimanually, 
the position of the Uterus is not one of anteversion. 

Two precautions are necessary to avoid error ; — 

I. The external hand must make pressure well above the 
sitii.ition where the body of the uterus may be expected to 
l>e if the position of the uterus be one of anteversion or 
anteflexion. The fingers of this hand must not, for example, 
press downwards close behind the pubes, or they may very 
probably Ije altogether in front of the body of the uterus, 
and meet the internal finger without the body of the uterus 
Ijeing grasped, even though it be anieverted or anteflexed, 
This mistake is a common one. Another somewhat similar 
mistake is omitting to make the pressure with the exicrr 
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fingers in the middle line. In this case also the extern 
and internal fingers may be made to meet without grasping 
the body of the uterus, although it really lies in front. 

2. The intemat finger should make its pressure upwards 
immediately in front of the vaginal portion of the cervix, not 
some distance in front, or it will easily meet the external 
fingers without the body of the uterus being grasped. 

It is well for the beginner to satisfy himself, in an un- 
doubted case of anteversion or anteflexion, how all these 
mistakes can lie made. They are certainly al! commonly 
made by students beginning the study of the subject. The 
diagnosis may be confirmed by passing the sound, and 
finding that it enters with the concavity forwards. When 
the body of the uterus lies to the front, it is usually quite 
unnecessary to pass the sound for this purpose. The infor- 
mation obtained by the bimanual examination in practised 
hands is quite conclusive. 

If an examination is made witli the precautions men- 
tioned, and the body of the uterus cannot be felt through 
the anterior fornix, but the internal and external fingers 
meet with only the abdominal wall, the vf^inal wall, and 
the walls of the bladder between them, the body of iht 
uterus does not lie to the front. It must, therefore, be 
cither relroverted (Fig. 125), anleflexed and retroverted (Fig. 
124), or retroflexed and retroverted (Figs. 116 and 127)- 

BetroTeraion. — When this exists alone (Fig. 125), the 
physical signs are as follows :— The oa uteri looks upwards 
and forwards ; we can feel the body of the uterus through 
the posterior fornix; and if the abdominal walls are very 
lax, we may be able to grasp the body of the uterus 
bimanually, even in this position. If there is no co-existing 
retroflexion, we find no angle at the point where the axis of 
the cervix meets the axis of the body of the uterus. 

Retrofiexion and retroversion.— Instead of the os 
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uteri looking downwards and backwards, as it docs nor- 
mally, we find it looking more forwards than usual, but yet 



Flu, IM.— Slighl anlellexion— Flc. l2j.-ADlellexiun with 
the nurmnl posiliun. i, I'oslerior alight reUovursiun. 
aspett ; *. Anierior aspecl. 



Fic. 116.— Rciruv 
slight relrollexlc 





'I (Fi|>». izj uid 124), or 
n (Figs. 136 and 127). 
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noi so directly upwards and forwards as it does in pure 
retroversion ; we feel the body of the uterus through the 
posterior fornix, and we notice that there is an angle pro- 
duced where the axis of the cervix meets that of the body 
(Figs. iz6 and 127). 

To make sure that a lump felt through Che posterior 
fornix is the body of the uterus, we rely on the following 
considerations : — 

!. The absence of the body of the uterus from the front 
as ascertained bimanualiy. 

2. On the lump felt through the posterior fornix moving 
with the cervix, and feeling continuous with it. 

3. On information obtained by passing the sound. If 
the lump is the body of the uterus, the sound passes with 
its concavity directed backwards, and we can recognise that 
it has entered the lump felt through the posterior fornix ; 
moreover, if the lump is the body of the uterus, and there 
are no adhesions fixing it, we can replace the uterus with 
the sound (as shown in Fig. tiS) into a position of ante. 
version, or anteflexion. After this has been done it will be 
found that the lump previously felt through the posterior 
fornix has disappeared, and that on bimanual examination 
the body of the uterus can be grasped through the anterior 

Attention lo these points is needed to make certain that 
a lump felt through the posterior fornix is the body of the 
uterus, and not, for instance : — 

A feecal accumulation, or 

A fibroid tumour growing from the posterior wall of the 
uterus, or 

An enlarged and prolapsed ovary, or 

A dilated Fallopian tube, or 

A swelling due to hematocele or inflammatory cxuda- 
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RetroTerBion or retroflexion with incarceration of 
the body of the uterus in Douglas's pouch.— In many 
cases of retroversion and retrollexion wc lind that the uterus 
is as movable as it normally should be. If, however, it 
happens that the size of Iht: body of the uterus is such that 
when forced down into Douglas's pouch the uterus fits 
tightly there, we have the condition known as re/reversion, 
or retroflexion, with incarceration. The uterus in such cases 
is fixed. The utero-sacral ligaments, which form the edges 
of Douglas's pouch, play an active part in retaining the 
body of the uterus in its incarcerated position. They con- 
tain muscular fibres, and can therefore exercise a certain 
amount of grip on the uterus, keeping it in Douglas's 
pouch, when it has once been pushed there. 



Etiology. 

Forward displacements. — The view taken here that 
forward displacements of the uterus {anteversion and ante- 
flexion) have in themselves no pathological significance, 
renders it unnecessary to dwell at length on their etiolt^y. 
It has already been said that the normal position of the 
uterus in the virgin, when the bladder is empty, is one of 
anteversion together with anteflexion, so that the axis of the 
body of the uterus forms trn angle with the axis of the cervix 
on the anterior aspect of the uterus, the angle being an 
obtuse angle, and its value about 120°. Sometimes the 
angle is a much smaller one, and it may even be an acute 
angle. 
An exaggerated anteflexion of this kind is met with ; — 
I. In cases where the uterus is iil-developed. — Here we 
shall be able to make out that the uterus as a whole is 
small, e.g., only one inch and a half long. 



FLEXIONS AND VERSIONS. 3S1 

2. In cases where there hits /wi pelvic peritonitis, and ihe 
excessive anteflexion has been produced by the dragging of 
adhesions. Here there will be probably a history of the 
inflammatory attack to guide us, and some evidence of it on 
physical examination : for instance, diminished mobility of 
the uterus. 

3. In cases where there has been cellulitis in the utero-sacral 
Ugametits. — As the inflammatory exudation contracts, it pulls 
on the uterus at the junction of the cervix and the body, 
the force acting in a backward direction ; it is olivious how 
this will tend to produce an exaggerated degree of ante- 
flexion. The mobility of the uterus will probably here also 
be diminished. 

In the first group of cases it is not the anteflexion, hut 
the want of development, that is of chief importance; and 
in the second and third groups it is not the anteflexion, but 
the pelvic inflammation, that is the pathological factor to be 
reckoned with. 

Backward displEiaements. — It has been already said 
that retroversion to a moderate degree is physiological, in- 
asmuch as it occurs every time the bladder fills. We may 
speak of this as "physiological retroversion." Retroflexion 
is occasionally congenital, but more rarely so than excessive 
anteflexion. 

Retroversion in excess of the physiological retroversion 
just spoken of, and retroflexion, are usually acquired. 

They generally imply, at least when present to any 
marked degree, a certain amount of descent of the Uterus 
also ; their mode of causation is therefore in many cases 
identical with that of uterine prolapse (see Chapter VIII.) 
Retroversion and retroflexion may also be caused by the 
dragging of adhesions, the result of pelvic peritonitis ; In 
such cases the mobility of the uterus will be diminished 
or lost, and It will be impossible without using an undue 




amount of force lo replace the uterus into a position of 
anteversion or anteflexion with the sound. 

SignificaucQ of versions. — Anteversion in itself has no 
pathological significance ; if the mobility of the uterus is 
diminished, there has probably been pelvic inflammation, 
which is lo be considered the important feature in the 
case. 

Re/reversion in excess of physiological retroversion, as 
we have seen, usually indicates some descent of the uterus, 
which under ordinary circumstances becomes retroverted 
as it prolapses. If the mobility of the uterus is lost, or 
diminished, and the uterus cannot lie replaced with the 
sound, we are justified in considering that there has been 
pelvic peritonitis, and that the altered position of the uterus 
has probably been caused by it ; however this may be, it is 
the pelvic peritonitis and not the retroversion that is the 
important feature of such a case. 

So long as the uterus is freely movable, and not enlarged 
to any extent, retroversion of ihe non-pregnant uterus 
usually leads lo no symptoms ; there are some rases, how- 
ever, where disorders of micturition (frequent desire lo pass 
water, or incontinence of urine) are met with, associated 
with retroverted uterus; in cases of this kind the uterus 
is, as a rule, not quite of Ihe normal size, but somewhat 
enlarged. In such cases it is desirable at all events to try 
the effect of replacing the uterus, and to insert a ring pessary 
to keep it from becoming again retroverted. 

When the retroverted uterus is incarcerated in Douglas's 
pouch, some of the following symptoms are usually pre- 

Bearing down pain in the lower part of the abdomen and 
back. 

Dysmenorrhrea. 
Menorrhagia. 
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Trouble connected with micturition, or defecation. 

Here it is the incarctralion of the uterus, not the n 
retroversion, that is important. 

Whether marked symptoms exist, or not, will depend on 
the tightness with which the uteros is gripped in Douglas's' 
pouch. 

Significance of flexions. — -Flexions have been con- 
sidered to have a pathological significance chiefly for two 
reasons : — 

I. Because it has been thought that at the angle of 
flexion there was an olistruction to the circulation, so that 
the body and fundus of t!ie uterus became congested — 
flexion of the uterus was thought to cause congestion of the 
body and fundus, 

3. It was supposed that the canal of the uterus was 
narrowed at the angle of flexion, usually at the internal os 
uteri, so that an obstruction was produced at that points- 
flexion was thought to cause obstruction of the uterine 
channel. 

I. The first proposition — that flexion causes uterine cm- 
f^tstion — must be regarded as disproved chiefly for the 
following reasons " \— 

1, Owing to the arrangement of the vessels supplying 
the uterus, it is impossible that flexion can interfere in any 
way with the return of the blood from the body and fundus 
of the uterus along the broad ligaments. This will be clear 
from the accompanying diagram (Fig, 129). 

The ovarian artery reaches the uterus near the fundus 
on each side ; as it nears the uterus it divides into two 
branches, one of which descends to join the uterine artery. 

Thus there is, as itwere,a lateral arterial channel, cd, cd, 

• The Btcounl in llie lexl n based on a paper by Dr. John Williatni, 
" On the CiccnUliun in the Ulcrus," in vol. xxvil, or the 7'raHtvtmii 
•>/ tht Obidtrieal Soritty ef LanJon. 




on eacli side, from which branches are given off that have 
a general transverse direction over the uterus with a slight 
incli nation upwards. 

These transverse branches join corresponding branches 
from the opposite side. From these transverse branches 
secodnary smaller branches are given off towards Ihe 




Fig, tzg. — Diagram to show Ihe positiaa o\ the b1ood-v< 
supplying the ulcnis (alter Hyrtl). 

O.A. Ovarian artery; {/.A. Uterine artery; e J. Laicra.1 nrterial 
channel on each adc ; d i. One of the Iransversc branches given off 
from this latenl channel ; xy. Indicates roughly the position of Ihe 
internal os ; u i, u s, show position of pressure on each broad ligament 
when the ntenis is incarcerated in Douglas's pouch. 



mucous surface of the uterus in a direction perpendicular 
to the plane of the paper. The veins have a similar 
arrangement. It will thus be seen that ta^A transverse sec- 
tion of the uterus has its own vasailnr supply, and that a 
constriction in the situation of x y, about the level of the 
internal os, the usual situation of flexion, cannot affect the 
circulation in the uterus ahove or below. 
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When the uterus is incarcerated in Douglas's pouch, con- 
gestion of the body and fundus does occur, but here the 
obstruction is to the return of the blood along the broad 
Hgafittnt on each side, — the edges of the pouch pressing on 
the broad ligaments in the situation us, us, on each side. 
It is not the retroflexion causing obstruction at the angle of 
flexion, but the pressure of the edges of Douglas's pouch 
on the broad ligament, that causes obstruction. 

a. If flexion caused congestion, we should expect to have 
excessive menstruation in cases of flexion. Now, cases are 



\ 



<z->- 



Fig. 130. — TtnnBverse section of utervis, showing ihe arranBcmcnl uf 
ulcrine nrlcrics, ihe nrlcrill circks formed by Ihcir primary branches, 
and the branches of the Utter sapplying the mucous membrauc (John 
Williami). 

The huge white dot at each side of Ihe figure corresponds lo a 
tnuuverse section of the lateral arterial channel, cd, in the preceding 

constantly met with in practice where there is mailced 
flexion, retro- or anteflexion, and yet there is no raenor- 



3. Though we speak of the angle of flexion, it is rather 
because the term is a convenient one than that there is any 
actual angle j what is usually spoken of as " an angle " is 
really rather a simple curve ; owing to the thickness of the 
walls of the uterus, when the body is bent on the cervix, 
the intervening part of the uterus forms a ctirve, not an 
angle. 
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4. In the paper already referred to, it was shown that 
when the fundus of the uterus was stitched to the cervix the 
vessels could be as well injected artificially as when nothing 
of the sort had been done. 

II. As to the relation of flexion to obstruction of tfu uterine 

1. What has been said as to the angle of flexion being 
rather a curve than an angle applies here also. The direc- 
tion of the canal is altered by the flexion, but that is all. 
The late Dr. Matthews Duncan, speaking of a specimen of 
an acutely flexed uterus, remarked tliat the flow of the 
menses out of it would not be " nearly so much obstructed 
as the passage of the water along a bend of the river 
Thames." 

Obstruction produced by flexion has been considered of 
importance : — 

1. As a cause of dysmcnorrhcea. 

2. As a cause of sterility. 

1. 7^ supposed obstruction as a cause of dysmenorrho:a. — 
The explanation of the i>ain on this hypothesis is that it is 
caused by obstruction ; excessive contractions of the uterus 
are set up to drive the menstrual fluid past the obstruction. 

It has been shown above, from the examination of speci- 
mens, that in flexed uteri the direction of the channel is 
altered, but that the channel itself is not appreciably 
obstructed. Clinical evidence shows also that flexion is 
about equally common in patients with dysmenorrhcea, 
and in cases without dysmenorrhcea, as the statistics given 
in the following passage from Hart and Barbour show :— 

" Herman and Vedeler have shown that the connection 
between anteflexion and dysmenorrhcea has been over- 
estimated. In his very interesting paper on the cause of 
dysmenorrhcea, Vedeler reports on a large number of 
(observed by himself) of patients with and without 
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menorrhcca. To ascertain the relation of this symptom 
to anteflexion, we extract from his tables all the cases of 
nuUiparos with ulerus to the front; we take nulliparous 
cases only, because parity in itself afl^ects anteflexion ; and 
consider cases with uteri to the front as we are deahng with 
anteflexion only. We find that 37-3 per cent. (25 out of 67) 
of patients with dysnienorrhoea had a well-marked ante- 
flexion, and that 33-3 per cent. (46 out of 138) of patients 
without dysmenorrhcea also had well-marked anteflexion " 
[Manual of Gynecology, 3rd edit., p. 335)- 

Further, in many of the worst cases of dysmenorrhcea the 
sound can be passed quite easily, showing the absence of 
any obstruction. 

2. Ai a cause of sterility. — Just as there is practically no 
obstruction to the exit of menstrual fluid at the angle of 
flexion, so there is none to the entrance of spermatozoa. 
Dilatation of (he cervix probably only increases (he chance 
of conception to a very slight degree. 

Treatment of veraiona and Sexions. — Anteversion 
and anteflexion rc'iuire no treatment. Any symptoms pre- 
sent must be referred to some associated morbid condi- 
tion, e.g., pelvic inflammation, recent or old, and not to the 
anteversion or anteflexion. When there is retroversion or 
retroflexion, with incarceration of the uterus in Douglas's 
pouch, the condition is to be looked upon as a pathological 
one, and remedied. The bladder should be emptied, and 
the uterus replaced with the sound ; a suitable pessary, 
either an elastic ring or a Hodge's pessary, should then be 
inserted to prevent the displacement recurring. So long as 
the uterus is freely movable, any existing flexion should be 
regarded as having in itself no pathological importance. 

Marked retroflexion, without incarceration of the uterus 
in Douglas's pouch, is usually to be taken as an indication 
that the uterus is lower than normal — that it is somewhat 
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prolapsed. In such cases the treatment is that suitable for 
a case of slight prolapse ; it is well to replace the uterus, so 
that the body of it lies to the front, before inserting a pessary. 
We shall then be able to know whether the pessary is 
efBcient or not by subsequent examination. If it ts efficient, 
the uterus will be to the front ; if it is not efficient, the dis- 
placement will have recurred. 

It is well to understand clearly that no vaginal pessary, 
whether it be a ring pessary, or a Hodge's pessary, or any 
Other, can straighten or keep straight a flexed uterus. The 
only pessary that can dp this {were it of any importance to 
do it) is an intra-uterine stem pessary', i.e., a. pessary that has 
a straight rigid rod occupying the canal of the cervix and 
body of the uterus. 

If a patient, complaining of pelvic pain, says that it is 
distinctly relieved by lying down, it is often worth trying if 
a pessary that tends to keep the uterus al a higher level will 
relieve her. For this purpose the ordinary ring pessary is 
the best. 

In such cases the relief obtained is due to removal of 
pa.<!sive congestion by raising the uterus as a whole, and by 
lessening the tension on the various uterine supports, 

Some general remarks on vaginal peBsaries. — For 
all ordinary cases, where the use of a vaginal pessary is 
indicated, either the ring pessary made of watch-spring, 
covered with india-rubber, or Hodge's pessary, will be found 
to meet every requirement. 

Several sizes of each should be at hand. Hodge's pessary 
is made of many different materials : for example, vulcanite, 
celluloid, or copper wire, covered with india-rubber. 

The action of the watch-spring pessary, and the mode of 
inserting it, have been mentioned on page 137, 

Position of Hodge's pessary. — Hodge's pessary should lie 
with the narrow end upwards in the posterior fornix, and 
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the concavity of Uie upper curve directed forwards. The 
pessary should not be pressing firmly against any bony part, 
bul should simply be grasped by the vaginal walls. 

Action of Hodge's pessary. — The upper limb of Hodge's 
pessary pulls the vaginal wall at its insertion posteriorly 
into the cervix in a backward direction, and so tends to 
throw the weight, tlie body of the uterus, forwards, the 
fulcrum lying somewhere between these two parts. 

To insert a Hodge's pessary. — One finger of the left hand 
retracts the perineum slightly ; the pessary held in the right 
hand is passed through the orifice of the vulva, narrow end 



Fig. 131,— Hodge's Pessary. Side view and front view. 

first, the bar closing the upper end of the pessary parallel to 
the cleft between the labia. When the pessary is in the 
vagina, it is turned round through a quarter of a circle, so 
that the upper bar lies transversely in the vagina. The 
upper end has a tendency to find its way into the anterior 
fornix ; and care must, therefore, be taken to hook it with 
the fore-finger behind the cervix into the posterior fornix. 

Whenever a pessary has been inserted, the patient should 
be told that she is wearing an instrument, and shown one 
of the kind she is wearing ; and she should be warned that 
it should not on any account i)c left unchanged for a longer 
period than three months at a time. In general, it Is best 
to see her again in the course of a few days to know if the 
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pessary is comfortable. If then all ts right, she need not be 
seen again for Ihnt months. A patient wearing a pessary 
should always be directed to use a vaginal douche of some 
antiseptic lotion night and morning. 

If a pessary be used that fits too tightly, it will very 
likely cause ulcerations ; and in neglected cases even vesico- 
vaginal fistula may be produced. It is well to see that the 
diameter of the pessary at every part of it is a relatively 
broad one, so as to distribute the pressure over a broad 
surface rather than over a narrow one. 

In fact, the nearer any part of a pessary approaches m 
character to anything like an "edge," the greater the pro- 
bability of it causing ulceration. 

Zwanke's pessary, sometimes known as the butterfly 
pessary, has two wings attached to metal rods, the ends of 
whicli can be fixed together by a screw-cap. When this is 
the case, the " wings " of the pessary are expanded. When 
the wings arc closed, the ends of the rods are widely diver- 
gent. It is introduced in this state into the vagina ; then 
the wings are opened by bringing together the rods and 
fixing them by the screw. The patient takes out the pessary 
at night, and replaces it in the morning. It is a very effica- 
cious instrument for many cases of prolapse. The edges of 
the " wings " shouid be very thick and rounded. The patient 
should be warned of the danger of leaving the pessary in for 
an indefinite time. 

I have known a large vesi co-vaginal fistula produced by 
leaving a Zwanke's pessary for a long period unattended to 
in the vagina. The patient was an old woman, who had 
worn the pessary many years for prolapse with great comfort. 
Then she got rheumatoid arthritis in her fingers, and was 
unable to turn the screw of the instrument ; and so it came 
about that the pessary was worn many months without 
having been removed. About three weeks before I saw 
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her she began to find her water coming away, making her 
constantly wet. She then went [o a medical man, who was 
unable to remove the instrument. She then came to the 
London Hospital. One wing of the pessary was found 
lying in the bladder, and encrusted with phosphates. On 
separating the metal rods widely, the pessary was easily 
removed. 

I have also had to remove a Greenhalgh's pessary that 
had been in the vagina ten years without being taken out. 

This form of pessary is shaped like Hodge's, but the 
lower cross-bar is formed of india-rubber onfy, the rest of 
the pessary consisting of copper wire covered with india- 
rubber. In this case one lateral half of the pessary was , 
deeply embedded in the soft tissues, and had to be, as it 
were, dug out After removal, a trench was left as broad 
and deep as to contain the little finger ; but it is worth 
noticing that in this case no vesi co-vaginal fistula had been 
produced. 

Inversion of the uterus. — This is a very rare dis- 
placement. It may be either (Kuie or ^krom'c. The acute 
variety almost always occurs as a complication of the third 
stage of labour ; exceptionally it may be produced by the 
dragging of a submucous fibroid tumour, or fibroid polypus, 
attached to the fundus of the uterus, or by traction on such 
a polypus while it is being removed. 

The chronic form is a sequel of the acute, when the • 
patient has survived the immedbte consequences of the ' 
accident. 

Pathology. — Relaxation of the fundus and neighbouring i 
part of the uterus is a necessary condition for the pro- , 
duction of inversion, Given this relaxation, then either ' 
pressure from above, or traction on the fundus from below, 
may cause inversion. Instances of traction from l>elowr 
are (d) pulling on the cord in cases of adherent placenu, 
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(i) dragging of a fibroid polypus adherent to the fundus, or' 
its neighbourhood. An example of pressure from above, 
causing inversion, is where sudden pressure is made on the 
uterus with the hand in the third stage of labour, the 
uterus at the moment happening to be relaxed. Hence 
the importance of the practical rule in regard to expression 
of the placenta, viz., only lo make efforts to express 
the uterus is felt to be hard, i.e., contracted. 
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Fjg. 132, — Iiulnitncnt for leptacing an inverted ul 
elastic pressuitl. 

Degrees of inversion. - 
sion into groups : — 

I. Where an inversion exists, but the inverted fundus 
has not passed the os uteri ; 

1. Where the inverted fundus has passed through the 
05 ; and 

3. Where the whole uterus is turned inside out, cervix 
as well as body. 

Symptoms. — In the acute \'ariety there is severe shock, 
and there may be hfemorrhage. In the chronic form symp- 
toms may in rare cases be absent ; • usually, however, there 
is more or less bearing d own, and the patient loses an 

* As in a case (4U0tcd by Dr. West) observed by Madame ISoivin. 
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Scessive amount of blood (menorrhagia and metrorrhagia). 
When she is not losing blood, there is a yellow d ischarg e, 
owing to inflammation of the exposed mucous membrane 
of the u 

Fhysical signs and diagnosis. — These have been con- 
sidered under the diagnosis of fibroid polypi (p. 187). 



y 




Fig. 133.— Wbile'» reposilor with spiral spring lo place against ilie 
opctalor's chest (Thorburn). 

Treatment. — The Irealment of acute cases occurring 
during labour belongs lo Midwifery. In chronic cases we 
may try lo effect replace ment, either with the hand alone, 
or by pressure exerted by some instrument guided by the 
hand, or we mny try the effect of constant elastic pressure 
on the inverted utcms. 

It seems preferable to try the last-mentioned method 
hrst. An instriuuenc on the principle of, and somewhat 
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resembling, a cup and stem pessary, is used. The cup is 
made of vulcanite, and is adapted to ihe inverted Tundus. 
Any desired degree of upward pressure is then obtained 
by tightening tip the elastic bands that pass to the waist 
belt. This method may be used for two or three weeks, 
the patient remaining in bed, and the instrument being 
frequently examined to see it is in proper position ; pain is 
relieved by hypodermic injections of morphia. 

Should this treatment fail, wc may try manipulation under 
chloroform, and we may either use the hand alone or use 
White's repositor, guided by the hand. If the hand alone 
is used, we should try to replace first the part last inverted. 
Dr. West refers to a case of thirteen years' standing, where 
Noeggerath succeeded in replacing the uterus by manipula- 
tion with tlie hand alone. 

In very rare cases, where all means at our disposal for 
replacing the uterus have failed, and where the patient is 
becoming exhausted by the constant loss of blood, it is 
jiistitiable to remove the uterus by operation. 
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CHAPTER XVIII. 



Disorders of Micturition. 



The significance of the following symptoms will be shortly 
considered : — 

Freijumt desire to pna water. 
Pain on passing it. 
Difficulty in passing H. 
Retention of urine. 
Incontinence of urine. 

It is important to bear in mind that such symptoms may i 
be due either to:— 

(i) Some disease or abnormality of ihc urinary tract I 
itself, including alterations in the quantity or character of | 
the urine. 

Or (i) morbid conditions of other parts— ihe urinary tract 
ilstlf not Iwing distased, or at least not primarily so. 

I. Abnormal conditionB of the nrinary organs, or 
of the arinfl, causing disorders of miatttritioii, 
a. Diseases of the urethra. 
Urethritis 
Vascular caruncle 
Malignant disease \ 
Siriclure ; """■ 

Frequent desire to pass water and pain on passing i 
the chief symptoms ; occasionally there may be retei 
which is partly voluntary in some cases from feai c 
pain accompany lug micturition. 



f Common. 
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b. Diseases of the Madder. 
Cystitis and its various causes, gonorrheal, foreign bodies 
in the bladder (hair-pins, etc.), vesical calculi. 

Malignant disease. — Primary (rare), secondary to malig- 
nant disease of uterus (common). 

Frequent desire to pass water and pain in passing it are 
the prominent symptoms. 

Vesico'Va^iial or vesico-uierim fistula. — The characteristic 
symptom here is, of course, incontinence of urine. 
e. Alterations in the urine. 

Quantity.— U an excessive quantity of urine is secreted, as 
in diabetes, and some cases of hysteria, the bladder being fre- 
quently filled, there will be frequent calls to empty it. In these 
cases there is frequent micturition, but not painful micturition. 
Quality. — When the urine contains " gravel," the bladder 
is irritated mechanically; in such cases micturition is painful 
as well as frequent. 

d. Diseases of tlie pelvis of the kidney, or of the kidney 
itself. — Scrofulous disease of the kidney and pelvis of the 
kidney are perhaps the conditions most likely for a time to 
be overlooked, and the case regarded as one of cystitis. 

Two cases in illustration of this are added at the end of 
the chapter. Malignant disease of the kidney also requires 
mention under this heading. 

11. Abnormal conditions outside the urinary tract 
causing disorders of micturition, 

n. Pelvic inflammation, including pelvic peritonitis, pelvic 
cellulitis, and ovaritis. 

These may lead to pain on passing water, and frequent 
desire to pass it. 

b. Pressure. — When Ihe uterus is not enlarged, neither 
its anteflexion nor retroflexion disturbs the function of 
micturition ; when the uterus is enlarged, however, the case 
is difierent. 
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If the enlarged uterus occupy a position of anteversion or 
anteflexion, we may have frequent desire to pass water, and 
sometimes involuntary passage of a small quantity of urine. 
Cases of this kind are met with during pregnancy, and also 
where the uterus is enlarged owing to the presence of 
fibroid tumours. 

If the enlarged uterus occupy a position of retroversion or 
retroflexion, we may have disturbances of micturition, viz,, 
frequent micturition, incontinence of urine, or retention. 

The bestiexample of micturition being interfered with by 
an enlarged retrovertcd Uterus is retention of urine in cases 
of retroverted gravid uterus. 

When there is retroversion or retroflexion of the gravid 
uterus, the uterus may rise out of the pelvis at the proper 
time (the beginning of the fourth month), and so the mal- 
position be spontaneously rectified ; sometimes, however, it 
does not do so, and retention of urine occurs. 

This is due partly to the urethra being dragged upwards 
by the cervix, which is displaced high up behind the pubes, 
and partly to direct pressure on the urethra. Often there is 
some dribbling over of urine from the distended bladder, 
which may mislead the patient into thinking she is passing 
her water properly. In cases of this kind the degree of 
distention reached may be very great. For example, in 
several cases of the kind I have drawn olT more than loo 
ounces of urine, and in the following case, in every way a 
very typical one, 126 ounces : — 

J> R., age 35, has had nine cliildren, Ihe list two years and two 
months ago. She was brought lo the London Hospital on Wednesday, 
April I5lh, 1S91, with the Ibllowing history. She bad been in her 
usual health up to 3 a.m. on the morning of the previous Sunday, 
April Islh, whc^n on getting out of bed lo pass her water she found 
herself unable lo Jo •so. She had pain in the tower abdomen for aliont 
half an bout before making the attempt lo put water. The pain 
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increased oAci ihe inelTeclual efTort la micturate. She went badcl^ 
bed and stnyed there. A doctor was cntlci] in, who gave her some 
medicine. She was only able to pass water once, and then very little 
and after great sliaining, between 2 a.m. on the isth, and the afternoon 
of the I51h, when she was brought to ihc hospital. On inquiry it 
appeared that she had suckled the last child for one year and eight 
months, and that she bad been last "unwell" soon aAer Christmas, 
1S90, since which time she had not been poorly. Before Christmas she 
hod been for some time regular every three weeks, the period Listing 
three days. 

.rf/nV 15/*, li^i.— Abdominal txaminalion.—Thae is a lense, uni- 
form, centrally situated swelling reaching about a hand's breadth above 
the umbilicus, dull on percus^on and contoinii^ fluid. Nothing heard 
over it. Polient is evidently in great pain. 

yagjHol fxamina/ien.^V u\va and vaginal mucous membrane blue. 
Vaginal portion of the cervix high up above the pobea, and out of 
reach. Posterior vaginal wall bulged down by a soft swelling. 

A catheter was easily passed, am! 1x6 ounces of urine were drawn 
off, after which the tumour in [he abdomen was found to have dis- 
appeareil. The patient was admitted into the hospital. On the fol- 
lowing morning, Afiri/ i6/.t, the Resident Accoucheur, Mr. Calthrop, 
found that the uterus was still retroverteil, and 80 ounces of urine 
were dra«Ti off. At my visit in the afternoon of the same day I 
examined the patient, and found that Ihe uterus had of itself gone up 
into its proper position, the os uteri then looking downwards and 
backwards. After this Ihe patient was able to iiass her water aoturully. 
The urine contained no albumen (except a trace on one occasion), but 
hyaline and granular casts were found several times. 

Af^er emptying the bladder in cases of this kind we may 
either (i) replace the uterus immediately, under chloroform 
if necessary, or {2) keep the patient at rest in bed for a 
few days, at the same time taking care that the bladder is 
regularly emptied every six hours. In most cases, as in the 
one of which an account has just been given, the uterus 
will then rise out of the pelvis of itself In some cases 
the urine first drawn off is dark, like porter, and contains 
an abundance of blood, probably from sloughing of the 
vesical raucous membrane. 
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Ovarian tumours very rarely cause retention of urine, but 
they do occasionally. I have met with one instance of 
this (sec p. 338). 

Fibroid tumours of the uterus, on the other hand, often 
cause retention ; and when this has been relieved, it does 
not necessarily recur. 

Retention of urine may occur in advanced cases of 
malignant distase of the cervix involving the vagina. I have 
met with a case of this kind where five pints of urine were 
drawn off. The retention did not recur during the time 
the case was under observation. 

Malignant tumours originating in the pelvis may cause 
frequent and painful micturition. 

7)*mours in the vagina, whether originating there or else- 
where, may also interfere with micturition. 

e. Hysteria may cause retention of urine, or lead to 
frequent micturition, owing to an unusually large quantity 
of urine being secreted ; sometimes, however, in such cases 
absolutely less urine than normal is secreted. 

d. Labour. — Difficulty in passing water, or complete 
inability to pas.s it, may occur after labour, due to the 
bruising or laceration of the parts in the neighbourhood of 
the urethra. 

t. Procidentia. — Difficulty in passing water is not in- 
frequently present ; often the patient haa found that by 
pressing the parts up she can pass water more easily. 

Dia^noBis. — The chief point to be considered at first is 
whether the symptoms arc due to morbid conditions of the 
urinary tract, or of the urine ; or to morbid conditions 
elsewhere. Whether, in fact, the cause is in Group 1. or 
Group II. 

Some of the causes in Group I., such as vascular car- 
imcle, stricture of the urethra, and urethritis, are diagnosed 
by iDBpection. 
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Careful e\amination of the urine is of great importance, 
and it should be drawn off with a catheter for the purpose, 
to avoid contamination with vaginal discharges. 

Bleeding caused by passing the catheter probably means 
malignant disease of the bladder, fragments of the growth 
in such cases may come away in the eye of the catheter ; 
the diagnosis would be completed by dilating the urethra 
with Hegar's dilators and passing the finger into the bladder. 
It is easy also to dilate the urethra with the fingers, first 
passing the iittle finger. 

The sound • should be passed into the bladder, and 
search made for foreign bodies or calculi. The distance 
the sound can be passed into the bladder measured from 
the external orifice of the urethra should be noted; in 
health it passes four and a half inches. This measurement 
is diminished in various diseases, particularly acute and sub- 
acute cystitis. 

Tenderness on passing the sound also indicates disease 
of the bladder. 

On vaginal examination, if we find there is special 
tenderness when pressure is made on the anterior vaginal 
wall : this may indicate cystitis. 

When the urine contains pus, and is (uid, the cause may 
be acute or sub-acute cystitis, or pyelitis. In chronic cystitis 
the urine is alkaline. 

It must not be forgotten that pus in the urine may be 
due to a pelvic abscess opening into the bladder, or to a 
peri-urethral abscess opening into the urethra. I have 
seen a case of this ; the abscess formed a swelling about 
the size of a walnut in the anterior wall of the vagina below 
the urethra. Pressure on the swelling caused pus to flow 
from the urethra. A counter opening was made at the 
most dependent part through the anterior vaginal wall, 
* The ordinary uterine sound answers the purpose very well. 




The cavity soon filled up, and no incontinence of urine 
resulted. 

When for various reasons we suspect that the pus comes, 
in part at least, from the urinary tract above the bladder, it 
becomes a matter of importance to determine if possible 
whether the pus conies from one side or both sides, the 
possibility of relief by nephrectomy being kept in mind. 
To decide this point catheterisation of the ureters has been 
proposed and carried out by various observers ; the prac- 
tical difficulties of this proceeding are, however, so great 
that it is unlikely to come into general use. On this point 
Skene says • : " Catheterisation of the ureters has been 
performed by Simon and Winckel ; but as it is difficult, not 
without danger, and of little practical value, I shall not 
dwell upon it here." Again, Erichsen saysf; "Catheter- 
isation of the ureter, even in the female, cannot be carried 
out with sufficient certainty to be of any use." The method 
to which I desire to call attention is, on the other hand, 
easy of execution, and in the case in which it was tried 
gave a perfectly satisfactory result. It is as follows ; — The 
urethra is dilated ; then one piece of a Bryant's rectal 
speculum is passed along the urethra into the bladder, and 
so placed that, seen from ihc front, it occupies one lateral 
half of the urethra and bladder beyond. When in this 
position the speculum divides the bladder into two com- 
partments ; for example, supposing the speculum occupies 
the right lateral half of the urethra and the bladder, then 
the orifice of the left ureter is in view. The surface is 
gently mopped with cotton-wool, and then the character 
of the urine escaping from the ureter is observed, As it 
collects in the hollow of the speculum, some of it may 
be taken up with a syringe, and tested in the usual way, 

• Diieasts t/Ike Bladder aiul Urttkra in tVamtii, [i. i j6. 

t Scitnft and An qfSur^tjy, vol, ii., p. 987 tSlh cdil.J. 
36 
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Having finished the examination of the left ureter, 
speculum is now quickly turned round, so as to lie in 
left bteral half of the urethra, thus bringing the orifice of 
the right ureter into view. When this was done in the case 
about to be narraled, a little fountain of clear urine about a 
quarter of an inch high escaped from ihe right ureter, the 
exit of ihe urine from it having evidently been prevented 
by pressure of the speculum, while the left ureter was being 
observed. Here also, if the obvious characters of the urine 
do not at once settle the point at issue, some may be 
collected and tested. The electric light is necessary t 
illumination, unless direct sunlight be available. In I 




Fio. 133.— Bryant's Rkctal Speculum 



following case, observations made in the manner describe 
showed that suppuration was taking place on one side only^ 
as pus was seen steadily oozing from the left ureter, and 
clear urine came from the right. Guided by the oo^iing of 
the pus from one particular point, a hollow probe was 
passed two inches along the left ureter, but I was not able 
to pass the probe along the right ureter. The evidence 
already obtained would not, however, have been rendered 
any more conclusive by catheterisation of the ureters, I 
think, then, that in women when the urine contains pus, 
and when, owing to other considerations — for instance, 
wasting, fever, failure to improve under local treatment, 
such as washing out the bladder with antiseptic lotions — we 




DISORDERS OF MICTURITION. 



403 



have reason to believe that the presence of pus is not to be 
accounted for by cystitis alone, the method above described 
should be employed with a view to give the patient the 
benefit of surgical treatment if the affection prove to be 
unilateral. The following is an abstract of the case re- 
ferred to: — 

A. G., age 18, shop asshtaat, lias admillcd to the London Hospital 
on May I5tb, 1SS6, complaining of inability to hold her arinc. She 
lirst began to experience micluritiun trouble in NovembeT iSSj, She 
noticed then that she had lo void urine more frequently thau she had to 
do before, and bad to get up at night to pass it. In January 1SS6 she 
began to have some pain during micturilion, which became more and 
more Irequent, and at last the bladder was 10 irritable, that for lome 
lime before she came to the bospitnl the had been quite unable to bold 
her mine. She bad never pasial blood with her urine. On one 
occa^on, in April tS36, the patient had a pain across the small of the 
back and in the slomach. The pain was severe and shooting ; it came 
on tuddenly and went away suddenly; it did not cause nausea or 
vomiting, nor did it pass down towards the legs. 

On admission, the patient wai anxmic, but fairly well nourished, 
the temperature normal. There was no tenderness in the abdomen, 
or anything abnormal to be felt there. Vulva and skin adjacent to 
it red, and sorc'looking. tlymi'n perfect, but lax. On vaginal euuni- 
natiou, pressure on the anterior vaginal wall caused pain, much more 
than the same pressure on the posterior vaginal wall. The uterus and 
lis appendages were normal. The sound passed into the bladder a 
distance nf three Inches, or rather less, the measurement being lahen 
from the external oriHce of Ibc urethra. The passage of the sound 
caused pain. About a drachm of urine was obtamcd by paiiing a 
catheter ; reaction amphoteric ; * It contained pus in abundance, and 
some sbreds or Hakes ; no casts ; only pus-cells and bladder epithelium 
were seen under the microscope. The other organs were healthy. 

The case was thought to be one of cystitis only for some time, 
and the bladiler was washed out daily with liquor cail>onis dctergens 
(one drachm lo a pint), and afterwards with boiacic acid lotion, with- 
out, however, any improvement taking place. May jiat— The tem- 
perature had hitherto been normal ; but from this dale onwards, the 

* J^., turns red litmus blue, and blue lilmui red. 
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palienl sulfercd rnim nllnckj of high lever nmning on irregular coi 
the tem[iefalurc on several occasions being as high as 104^ July Si 
Examined oiuler ether to-day. No tumour to be felt in the re^on of 
either kidney. August aist.— The patient has lost 13 lb. in weight 
since June t4th. 31st.— There have been general pains during the 
attacks of fever, but no pain specially referred to the r^on of the 
kidneys. For the last three weeks increased resbtance has been felt 
in the region of the left kidney ; palpation causing some pain, and 
exciting tlie abdominal muscles lo contract. When the patient lay on 
Ler face, dulness over the left kidney in the back was found to reach 
two flnger^' breadths lower than over the right kidney. Under etber a 
lump WHS easily felt in the sitnalion of the left kidney. I'he observations 
on the character of the urine flowing from the right and left ureters 
respectively were then made, as described above in this cliapter. My 
colleague, Mr. Treves, saw the case with me, and it was agreed thai it 
was probably one of scrofulous dcgenenition of the left kidney, and that 
the right kidney was healthy, as evidenced by the urine flowing from 
its ureter. Although the patient's condition was most unfavourable, 
yet, as the rapid loss of weight and other grave symptoms made it 
certain that the case most end fatally in a short lime if lefl alone, we 
felt it right to suggest operative interference to the potient and her 
friends, at the same time putting the risk fairly before them. Consent 
having been readily given, Mr. Treves accordingly operated, TTie 
patient did very well after the operation, and the temperature was 
persistently lower than it had been previously, though still febrile. 
The urine contained (three weeks after the ojieration) a small quantity 
of pus, due no doubt to the cystitis which still remained. The amount 
of pus in the urine was trifling, however, when compared lo the large 
quantity passed before removal of Ihe kidney. 

Whatever the ultimate result may be in this particular cose, there is 
no doubt that a diagnosis sufficiently probable lo justify an exploratory 
operation could have been made by the method de^ribed months earlier 
when no tumour was to be fell in the abdomen, and before tlie patient's 
strength had been so much reduced as to render her a very unfavourable 
subject for operative interference at all. 

Note on the epttatiott by Mr. Tj-nwj.^" The kidney was approached 
by Ihe ordinary lumbar incision. It was embedded in an extensive 
mass of lough adhesions. It was subscqucnlly found that this peri- 
nephritic inflanimalioQ was the main constituent of the ' renal ' tumour, 
since Ihc gland itself was but little enlarged. The adhesions v 





broken down wilh diflicully. It was foiiDd impossible lo separate the 
kidney rram the capsule, oi from the supm-rennl body. The latter 
structure, with the entire kidney, wna iheiefore removed. A surgical 
pedielc could not be established. The ureter, distended wilh caseoua 
and purulent matter, ga.ve way ; the lenil vessels were clamped, and 
subsequently ligatured. The kidney was entirely occupied by a series 
of tubercular abscesses. The wound was stuffed with sponge covered 
wilh iodoforni, and the cavity left lo granulate up." 

January tSSS.— The patient now looks fml and well. The wound 
completely healed some time ago. She still cannot hold her water 
properly, but she has recently acquired the power of holding it for a 
:, which is a great improvement. It is as certain as any- 
thing can be that she most have died long ago had the opemtion nut 
been performed. 

yantiaiy iSQO.—Still quite well ; urine normal. 

The existence of a vest co- vaginal or vesicouterine fistula, 
and its position, can be demonstrated by pouring milk into 
the bladder while we are looking into the vagina with a 
Sims's speculum. 

Coming now to Group TI., we need only say that pelvic 
peritonitis and cellulitis, enlargements of the uterus, ovarian 
and other tumours, will necessarily be discovered by a care- 
ful physical examination ; and as regards hysteria, we shall 
be guided to a diagnosis by an absence of local physical 
signs, combined with the general appearance and bearing of 
the patient. 

Sometimes, apart from hysteria and apart from any dis- 
coverable disease, local or general, congenital incontinence 
is met with, ]>ersisting even up lo seventeen or eighteen, or 
later, and resisting all treatment as in the following case:- 



J. W., oge 17, ndmiltcd to London Hospital on 
tu hold her water since birth, 

Dtctmba- 2^A, l888.-.She attended first ui the 01 
for a ihort time. The uteni« was fonnd letroverted, not enlarECili and 4 
(recly movable. It was placed in a position of anleretdoD, wilh k 
and Bring pesstiy inserted. Incontinence continued ai badlyntN 



it of inabilitjr ' 
it-potient depaiUnenI ■ 




4q6 diseases of women. 

Ring removed nttd patient admitted. There nas >jmple erythematoDj' 
vulvitis, and also soreness and Teitcess of the skin round th« vuli 
that there was no doubt as to the reality of the incontinence. (In 
cases where incontinence is complained of, there is no such vulvi 
condition of skin ; then probably we may take it that the 
is Iriiling and may be curable.) 

j/iiHuary 5/A.^Hed always wet; patient passes her water voluntarily 
(1 ot.) every quarter of an hour; during night, three limes. Blister- 
ing above the puhes. Lar^e doses Tr, Beltadon. tried without etTect, 
also cautery to urethral orifice and anterior vaginal wall for about 
one inch up, This latter caused a slight improvement till the soreness 
produced by the cautery disappeared, but the improvement was (m^l 
temporary. 

yanuary 17M. — Constant current ; one pole, lumbar spi 
over pubes ten minutes ; same treatment till February 3rd : no bettor,, 

Jf.B. — Use of cautery alier failure of electricity. Went home 
BlackwBter ibsolately without the least improvement. In other 
she seemed a sensible girl. (Urine, acid; albumen, o; sugar, a| 
^r- g''-, IDIO; sound to bladder, 4} to 5 inches.} 

Treatment. — The treatment suitable in each case » 
depend on the cause : for exatnpte, vascular caruncle mustl 
be burnt off; vesi co-vaginal fistula operated on with a view 
to closing the fistula ; ovarian tumours removed ; foreign 
bodies, or calculi in the bladder, extracted ; a scrofulous 
kidney, if the disease is proved to be unilatera!, may be extir- 
pated. In cases of cystitis for which no cause can be 
discovered, rest in bed, with frequent hot hip baths, is 
useful. In such cases the bladder should be washed out 
two or three times a day with water containing 5ij- of !iq. 
carbonis detergens to the pint.* The best way of doing 
this is to use a catheter made of india-rubber, with a glasaj 
funnel fitted on the other end of the catheter. The bladd« 
is first emptied with another catheter ; then the india^ 
rubiier catheter is passed, and the solution to be 
* I-IO.O0O corrosive sublimate lotion also answers very well, 1 



n 




DISORDERS OF MICTURITION. 

poured into the glass funnel. The quantity that c: 
introduced depends on the irritabUity of the bladder : per- 
haps only two or three draehms, or less, may be tolerated. 

Large quantities of demulcent drinks, sueh as barley 
water, are useful. Where pain on passing water is a marked 
symptom, and is due lo disease of the bladder, or urethra, 
tincture of hyoscyamus, decoction of pareira, bicarbonate of 
potash, spiritus ictheris nitrosi and camphor water, separately 
or in various combinations, may be prescribed. Oil of 
sandalwood in capsules Hlxv. thriee daily is also useful. 
is often advantageous to give besides a mi.tture containing 1 
benzoate of ammonia in twenty-grain doses in combina- 
tion with Tinct. Coliinsonia Canadensis (mxx.-xxx.), and j 
Buchu. 

Goodell speaks highly of belladonna " in almost every l 
form of vesical irritation." 

His favourite formula is : — 

^ Atropin. Sulph,, p. a. 
Aq. deiilllat., 3iv. 

Four drops to be taken in a wineglassful of water before 
each meal. To be increased or dimini.shcd according lo 
the constitutional effect. 

For nocturnal incontinence in young girls we attend care- ( 
fully to the sLite of the bowels. If the girl suffers from 
worms, suitable treatment is adopted ; we advise the mother 
not lo let her drink any fluids for two hours before she goes 
to bed ; and she should be wakened to pass water when the 
mother is going to bed. Sometimes a blister applied above 
the pubes is efficacious ; sometimes benefit is derived from 
small doses of tincture of belladonna. Of course we are j 
now speaking of cases where the urine is healthy, and there 
seems no reason for suspecting orjjanic disease. 

The following ca»e is an example of the latent character 
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of scrofulous disease of the kidney. It was not susp 
during life. 

M. K,, age 30, was admilled to Ihe London Hospital compUining d) 
pain on micturition, and of having to pass her water &equeD(l]i forU 
previous six weeks. The urine passed during this titnc had lieeu m^ 
She has had to get up at night to pass hei water. 

Has been troubled with cougli and shortness of breath live months. 

Had one child bom dead ; she thinks it was at full lenn. 

On admission Ihe urine wiu found to contain a i^mnll quantity of pu%l 
And was acid. 

The case was thought lo be one of sub-acate cystitis, atid treated 
accordingly. 

She died suddenly of syncope, apparently due to fright, while a 
operation was being performed in the ward. 

On piost-niorteni examination there was founil advanced sccofiiloi 
degeneration of the left kidney. The right kidney contained ti 
abscesses, but was for the most part healthy. 
- She had a. typical kyphotic pelv'm, the measurements of which ■ 
appended. 

Conjugate of the brim, 5J inches, 

Transverae, 51 inches. 

Conjugate at the outlet with the coccyx pushed back, 3} inches. 

Between ischial tuberosities, 3 inches. 

Between ischial spines, 3U inches. 

Diagonal conjugale (iV. from the sacral promontory lo the lo» 
border of the symphysis pubis), 6 inches. 

The following case is an example of malignant diseasel 
affecting a movable kidney. The prominent symptom 
were occasional hsmatum ; sometimes pain on micturition,! 
apparently only when clots had to be passed ; wasting, andfl 
the presence of a tumour in the abdomen. 

M. B,, age 63, married at the age of 27, a widow since she was 
has had six children. She was admitted to the London Hospital ui 
my care on December agtli, 1887, complaining of a tumour in her right ' 
side, and of having passed blood with her water. 

Hislory of Iht UIhiss. — Nine or ten months ago she passed " blood 
itutead ol water." The next morning after getting up she was attacked 
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with severe pain in the right iliac r^on and in (he stomach. She 
piused a motion, but this did not relieve the pain. A doctor who was 
called in declared the lump in hei side to be a fxcal accumulation, and 
ordered her some aperient medicine, which gave her some relief. 

Two or three months afterwards she igain passed a large quantity of 
daik-coloured blood, together with a few clots. The passing of it was 
accompanied hy a good deal of pain. Since then she has been losing 
flesh and feeling weak. 

She first fett pain on passing her water seven months ago, and has 
Euflered from it occasionally since, especially six weeks ago, when it 
WAS of a severe cutting character. Until a month ago she had to get 
up at night to pass water, but hilcly she has not had to pass her water 
with undue fre<tuency. 

ZhfeiH/vr igli.—ln the right lumbar region there is felt a hard mass 
moving on respimlion, and easily separable from the liver. It is very 
freely movable on manipulation. The mass feels solid, and tike 3 
movable kidney, only it is larger than a liealihy kidney, and in places 
the surface of the tumour is somewhat nodular. 

It is not tender. 

When the finger is laid lightly on the abdomen over the lumoar, 
there is resonance, but less than in the corrcfiponding iliac r^on, 
When ihc tinger is pressed down on the surface of the tumour, the note 
obtained on percussion is dull. 

Bladdtr. — The sound passed 4I inches into the bhulder, measured 
from the external orifice of the urethra. No pain caused by passing it. 

Urint. — Alkaline, sp. gr. looS, smoky in colour, contained albumen, 
and on slandbg a deposit fanned, which was found to contain blood 
corpuscles and pus corpuscles. 

On another occasion the urine was acid, and on standing gave 1 
deposit in which blood corpuscles were seen, though the guaiacum lest 
gave a negative result. I thought the case was one of malignant 
disease affecting a movable kidney, and transferred the cose to the 
EUi^cal side for operation. 

The tumour was removed on January 20th, tSSS, and found to be 
what had been expected. 

On cutting the kidney open there was seen a partially decolorised 
clot, forming a cast of the pelvis of the kidney. The malignant gmwlh 
was in the form of while circumscribed nodules, the projection of which 
caused the unevennesx of the surbce referred to above. 

The palieni unfortunately died of periionilii a few days later. 
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3. Uterus septus. — The external appearance is that of a 
normal uterus, but on section the uterine cavity is seen 
more or less distinctly subdivided into two. The vagina 
may be single or double (Fig. 142). 

4. Uterus bUomis. — The external appearance here is not 
that of a normal uterus, as there is a sulcus at the fundtis, 
dividing it into two horns {Fig. 143). 

The cavity may be completely divided into two by a 
septum, or incompletely, there being two cavities above 
and a single 




In rare cases the uterus may be rudimentary or absent. 
In such cases the ovaries are usually absent, but they may 
be present. 

The following case was one of ill-developed uterus, with 
imperforate hymen, and probably imperforate vagina. 

Kate L. , age 20, single, a general servnnt. came to the London 
Ilospiul complaiaing of " general debility," and of hiving never 
" seen anything." On examination it was found Ihot the hyme: 
imperforate, but not bulged, as it is when there i 
menstrual fluid above it The oiilice of the urethra was rather 
but she hod no trouble as 
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She wu a patient in whom bimanual examination was vecy easy 
and sfltbEictoiy. On examining her per rectum in this way, the 
only rcprcaenlalive of any ulerus to be felt wos a small solid body 
about one inch long and peihaps a quarter of an inch thick. The 
whole pelvis wn.s thoroughly searched bimanually, but nothing else 

Infimtile uteros.— Here the uterus in the adult retains 
its infantile characters ; that is to say, the cervix is relatively 
well -developed as compared with the body, which forms 
only a quarter or thereabouts of the whole length of the 
uterus. The whole uterus is small, one and a half to two 
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Fic. 144. — InGuitile uterus (Schrocder). 

inches long. In such cases the vagina and ovaries are also 
usually incompletely developed. 

Congenital atrophy of the uterus.— Here the relative 
proportions of the body and cervix are normal, but the whole 
uterus is small. Usually there is a very marked anteflexion 
of the uterus, and the vaginal portion of the cervix points 
forwards. In such cases, if menstruation occurs at all, it is 
irregular and painful, and the function is late in beginning. 
The menopause occurs early. 

Malfonnatione of the vagina. 

TAe vofpna may be absent. — The uterus and its appendages 




DISEASES OF WOMEN. 



may in such cases be either rudimentary or well developed ; 
in the latter case the non-development of the vagina causes 
retention of menses (Ha;malokolpos, Hoematometra). (Con- 
sult pages 97 and 98.) 

I have seen one cose of this due to a complete septum 
about one inch and a half from the vaginal orifice. The 
external organs of generation were normal. 

The following is an abstract of the case : — 

S. K,, age iS, single, comptaiiieil of pains In the abdonuni that bad 
lusted two years, and of pain in the left groin of 'w nionlhs' duratioD i 
she had occasionally great difficully in pacing her water for two jeats. 

AftturruaJ Aisturjr.—She had never "seen anything," but she has 
every month a feeling of malaise, and the pains in the abdomen are 
worse at that lime. 

She had tieen in bed for a month before I aaw her, and she fell ill in 
herself. 

Appetite p<xir. Pains al the epigastrium after food. Bowels very 
louse, acting (wo or three limes a day. 

Oh nbdoiHinal examinatioH an clastic swelling is fell occupying 
the hypogastrium j at its upper part a small knoU-like projection can 
be felt (uterus?). The whole swelling is about the siic of Ihe uterus 
at the end of the fourth month of pregnancy, Eileraal genitals normal. 
The vagina is completely occluded by a transverse septum about one 
inch and a half from the orifice. Bimanually it can be recognised that 
there is 1 collection of duid between the hand on the tumour in the 
hypogostrium and the finger in the vagina. I heard subsequently from 
her medical attendant that she had been operated on, and the usual 
treacly lluid evacuated, but that the patient died of septic peritonitis 
about a month after the operation. 

I have also seen a case where there was a somewhat 
Eimiiar septum, apparently at first sight complete, but in 
which careful examination discovered a fine aperture just 
admitting an ordinary surgical probe. 

The details of the case were as follows : — 

Edith M., age 30, married two yean, no children or roiscacriages, 
came to ihe London Hospital complaining of poin in the left iliac 
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at the periods ; she had had this for a long lime, but the 
worse at [he last Ihtee periods. 

She has hud a white vaginal discharge far two years. 

Minstrual history, — CulEunenia appeared at thirlecn, regular every 
three weeks, scanty and pale, always attended with much pain, which, 

menlioned above, has been worse the last three times. 

Oh examinalicn a septum was foond across the vagina about one 
inch and a half from the orifice. The enlemol organs were normal. 
Pel rectum the uterus could l>e felt to be of the normal size and freely 
movable. 

I took her into the hospital and euunined her under ether. A cure- 
fuiewunination of the septum showed the presence of a minute aperture 
in it, just admitting sn ordinary probe. The septum was then cut 
through with scissors, and the opening enlarged by dilating with the 
lingers. Nothing else abnormal was detected. 

The vagina may be double. — There is a septum dividing 
the vagina wholly or partially into two separate parts. When 
there is a double vagina, and also a double uterus, on one 
side there may be occlusion of the lower part of the vagina, 
the other opening as tisual ; on the occluded side there will 
be retention of menses. This is called " unilateral hsema- 
tokolpos." 

Atresia or occlasion of the genital canal. — This 
may be congenital or acquired. 

In congenital ^asts il may he dtie to either imperforate 
hymen, occlusion of the vagina, or less commonly occlusion 
at some part of the cervix. 

Acquired occlusion is due to inflammation, followed by 
adhesion of the inflamed surfaces. Injuries to the vagina 
and cervix during labour, and sloughing of the vaginal walls 
after acute specific fevers, account for most of these cases. 
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Sterilitv, 



Dr. Matthews Duncan has shown that there is no reason. | 
for regarding a woman as probably sterile til! three complete 
years of married life have passed without the occurrence e 
pregnancy. 

Etiology. — The local causes to which sterility may I 
ascribed are : — 

1. Pthic peritottith which has obHierated the openings t^ 
tlu Fallopian /».*«.— \Vhen this has occurred on both sides,. I 
so that both Fallopian tubes are occluded, it is of course 1 
impossible for an ovum to reach the uterus, and the sterility 1 
is absolute. This is by far the commonest local cause of | 
sterility. 

2. Morbid conditions of the endometrium. 
Corporeal endometritis. 
Fibroid and other polypi. 

3. Imperfect development of the uterus or ovaries. 
As regards the above three sets of causes we can haw 

no doubt of their influence. 

4. All causes of pain on intercourse. — Particularly if it ifti 
severe enough to give rise to vaginismus. 

We must not forget that the fault may be with the: I 
husband,* and it is a fact that the same woman may be I 
sterile with one husband and fertile with another. 

There is a very strong probability against any narrowing J 
of the cervical canal, short of actual occlusion, being thel 
cause of sterility in any particular case. This is shown by-I 
Palien's statistics, quoted by Galabin, where in 337 cases t 

• M. Pajot, basing his observations on notes of 400 cases, co 
that of 100 sterile marriages of rrom two to fourteen yeais' duration, I 
the husttnnd is at Ikult in from ddeen to twenty cases. (See Strrility.^ 
and Impotence, Ullinwnn, tronalited by Arthur Cooper.) 





sterility, the cervix was incised, only 13 or 14, however, 

becoming pregnant afterwards, which, as Dr. Galabin says, 
is not a greater proportion than might be accounted for by 
coincidence. Still, a cervical cana! dilated, say up to the 
size of a No. 12 in Hegar's series of dilators, 
would think, allow a larger proportion of semen to enter the 
uterus, than a canal that only admits the uterine sound. If 
nothing abnormal can he made out on careful examination, 
and the patient has been married three years, and is anxious 
to have her chance of having a family increased, dilatation 
of the cervix to the extent mentioned may be tried. 

Treatment. — If the patient has not been married three 
years, we need only attend to the general health ; till then, 
there is no reoson for her to think she will have no 
children. If, however, there is pain on coitus, we endeavour 
to discover the cause, and treat it in a suitable manner. If 
the pain on coitus lead to secondary vaginismus, we may 
expect to cure the vaginismus by removing the cause. In 
primary vaginismus, i.e., where we can discover no local 
cause, the prospect is unsatisfactory, though we may try the 
treatment recommended on page i afi. 

In face of the strong probability against narrowness of 
the cervical canal at any part being the cause of sterility 
in any given case, it is undesirable to resort to incision 
I of the internal or external os. If the patient suffers from 

I spasmodic dysmenorrhcea (which is common in cases of 

I sterility), and there is nothing abnormal to be made out 

I by physical examination, we may endeavour to cure the 

I dysmenorrhcea by dilating the cervix as recommended when 

I discussing dysmenorrhcea. 
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APPENDIX A. 

Note on Ute Systematic Treatment of Nerve Prostration a 
Hysteria.-~Tht Weir Mitchell Treatment. 

This plan of treatment, originally introduced by Dr. V 
Mitchell, of Philadelphia, has been brought into notice j| 
this country by Dr. Playfair. 

The cases for which it is suitable are those where c 
examination discovers no organic disease of the nervous 
system, and where some one or more of the symptoms 
commonly known as hysterical are present. The patient 
is a " worn and wasted, often bedridden, woman, who has 
broken down either from some sudden shock, such as grief, 
or money losses, or excessive mental or bodily strain. At 
first, perhaps, there may have been only a debility, con- 
stantly, however, on the increase, daily more and more 
yielded to, until at last all power of effort is lost, fostered 
too often by injudicious sympathy, and the constant nursing 
of devoted relatives and friends. Coincident with this is 
the total loss of appetite, the profound anemia, and the 
consequent wasting of the tissues, so characteristic of these 
cases. On the soil so prepared are often developed the 
graver protean forms of hysterical disease, such as paresis 
or paralysis, vomiting, disorder of motion, hystero- epilepsy, 
etc." • 



• Tkt Syilttnata TrealouHl of Ifenr Preztra 
iljV. S. Playfair, M.D. 
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The chief points in the treatment are : — 

1. Removal of the patient from her surroundings to 
lodgings or a hospital for private patients, where she can 
be isolated, no one being allowed to see her but her doctor 
and nurse. 

2. The patient at first is to be kept absolutely at rest 
in bed. 

3. The use of mechanical tonics to produce muscular 
waste. This is done partly by systematic kneading and 
rubbing of the muscles by a trained nurse, and partly 
by making the muscles contract by applying the faradic 
current. 

In this way the patient's power of assimilating food ia 
greatly increased. 

4. Systematic over-feeding. 

It is essential that the patient should be removed from 
her surroundings ; any attempt to carry out the treatment 
at the patient's own home is likely to end in failure. 

Another point of importance is the selection of a suitable 
nurse. She must be capable of exerting a moral control 
over the patient ; and yet, on the other hand, she must be 
kind, and able to make herself an agreeable companion. 
It may be necessary to change the nurse, if in a few 
days the case is not going on satisfactorily ; and in this 
way success has been the result where failure appeared 
imminent. 

For three or four days the patient ts kept on a milk diet 
alone. Then massage is commenced, at first for about twenty 
minutes, afterwards for an hour and a half, night and morning. 
The faradic current is also used for from ten to twenty 
minutes, night and morning. By about the tenth day the 
patient is taking about two quarts of milk, and three full 
meals in addition, as in the following diet sheet taken frooi 
Dr. Playfair's book. 
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Breakfast^ consisting of a plate of porridge and cream, 
fish or bacon, toast and tea, coffee or cocoa. 

Lunchy at one p.m., of fish, cutlets or joints, and a sweet, 
such as stewed fruit and cream, or a milk pudding. 

Dinner, at seven p.m., consisting of soup, fish, joint, and 
sweets ; and, in addition, a cup of raw meat soup at seven a.m. 
and eleven p.m. 

Dr. Playfair finds professional rubbers unsatisfactory. He 
prefers to choose a strong, intelligent woman, who knows 
nothing of massage, and train her according to the directions 
given in Dr. Weir Mitchell's book. 

The treatment lasts from six to eight weeks. 
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NoUs 0/ Sevtn Cases in which the Cervix was rapidly dilaUd 
l/y means of Higat's Dilators. 

Cask L— E. S., aged 39, married sixieeii years, seven children. 
Admitted iDto the Landon Hospital compkining of losing a. large 
quantity of blood on uid oIT ever since a miscarTiage she had five 
months previously, when about three months pregnant. On ndmiasion 
it was found that some blood was escaping from the external os, and 
that the uterus was enlarged. The sound passed three inches and a 
half. Four days later, under elher, the cervix was rapidly dilated ; the 
linger passed inio the uterine cavity came on several irrcguior pro- 
minences. These were removed as completely as possible. They 
looked like pieces of placenta. Pure carbolic acid was applied to the 
interior of the uterus, The temperature after Ihe dilatation was 
normal for four days. On the evening of the fiflh day there was a 
rise to ioi-4°; the next day the temperature was again normal, and 
continued so. No cause for the rise on that one day was discovered, 
the patient's general condition being perfectly satisfactory otherwite. 
Three months later she came to see me. Since leaving the hospital 
■he had menslnialed regularly, Ihe periods lasting ftiar days only, and 
recurring at the proper liroc. 

Case II.— I. L., aged 40, married twenty years, six children, the 
last nine years ago, four miscarriages, the last before the birth of her 
liflh child. Admitted into the hospital complaiiung principally that for 
the previous sin months her periods had occurred every (ortoight ; 
before that she hod been quite regular. No cause for the bleeding 
was discovered on Bxojnioation, and accordingly the cervix was dilated 
rapidly under ether. Nothing, however, was found in the cavity of 
the aterus to account for the bleeding, and it seemed probable that the 
mcnorrhagia was due to Ihe menopause being about to occur earlier 
than usual. In this case the temperature after dilatation of tbe 
never rose above normal. 
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Case III. — M. W., need 35, married sixlecn years, Iwios a 
after rouriage, two mtscaniages, the' last eleven yeajs and a halfi^ 
Admitted to the hospital on account of menonhogia of fifteen months' 
dumtion. She had been under treatment in the oul-patient depart- 
ment, but had obtained no relief. On examination the utetus was 
found to be enlarged, and the sound pas^ foui inches. The uterus 
was freely movable. The vaginal portion of the cervix was healthy. 
The cetvii was rapidly dilated under ether. On passing (he finger 
into the body of the ulenu, soft irr^ular projections, particulailf 
extensive on the right side, were met with. These were thorou^y . 
scraped away with a spoon, and tincture of iodine applied ti 
interior of the uterus : porliotvs of Ihe substance removed, on a 
scopical examination aCterwards, showing a glandular structure ; sec 
showed very lat^ irregular cavities lined with columnar epitheliaia in 
a single layer. The lempemlure afier dilatation remained normal. I 
have seen this patient at intervals since ; she b now regular, and dues 
not lose loo much. 

Cask IV. — E. B., aged 45, married twenty-three years ago, tbcM J 
children, the lost sixteen years ago, three miscarriages, Admitta 
chiefly on account of having lost loo much at her periods for Ihe li 
eleven months. During this time the How once lasted nine weeks, andV 
once 6ve weeks, and often a fortnight. On examination there v 
found an erosion of the anterior lip of the cervix ; for a tine it v 
llioagh doubtful whether it was not commencing malignant disease.^ 
Under local treatment, however, the erosion improved rapidly, but the 
menorrhagia was still as bad as ever ; the cervix was therefore rapidly 
dilated. A little sessile lump, the size of a split pea, was fotmd in the 
cavity of the uterus near the point of entrance of the right Fallopian 
lube ; it did not admit of removal, llie temperature after dilatation J 
remained nonnal in this case also. This was probably 01 
menorrhagic cases commonly met with, apart from local disease, abootfl 
Ihe lime of the menopause. 

Case V. — H. H., aged 37, married fifteen years, no children, 1 
miscarriage ten years ago. Admitted comptaining of having lost loo 1 
much at her periods for the last six years, sometimes bleeding f 
three weeks at a lime, The cervix was rapidly dihited till the fingocl 
could be pas.«d into the uterine cavity. Nothing abnormal wm4 
detected. In this case it is worth noticing that the time occupied iS'V 
dilating the cervix was only twenty minutes. The patient had hod.f 
no children, and the external os was small. The temperature 01 
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Case VI. — E. M., aged 39, married eight years, had 
ihe WIS Jirieen years old, none since. Admitted in 
complaining of having had a red vaginal discharge for three months. 
Three months previously she had one of her ordinary menstrual 
periods', but instead al this passing ofTJn the usual way, she continued 
to have a red discharge till she came to the hospital. In the out- 
patient department no cause was found for the hxmonhage, and she 
was therefore taken in, thai further investigation might be made. When 
(he anterior lip of the cervix was seized with a volsella preparatory to 
dibtation, the lip was necessarily somewhat everted, and it was at once 
evident that there wns malignant disease within tile cervical canal that 
had not extended beyond the external os. The cervix was rapidly 
dilated, and it was found that there was extensive malignant disease in 
Ihc cervical canal. The cavity of the body of the uterus was healthy. 
As here we are only concerned with the case so far as it was affected liy 
dilatation of the cervix, I need only say that on the evening of ihe day 
when dilatation was performed the tenipecature was loo*3° ; but after 
[hat it remained normal. 

In the preceding six coses dilatation of the cervix was performed 
in the non-pregnant condition ; in the following case it was done al the 
sixth month of pregnancy for the purpose of terminating the pr^nancy, 
on account of persistent hicmorrhage that was seriously affecting the 

Case VII. — Mrs. F., aged 37, married thirteen years, had hod fout 
children, the last five years ago, no miscarriages. She was brought 
lo me by Dr. Cockell, of Dolston, complaining of attacks of paia from 
lime to time across the lower part of the abdomen and bock, and of 
irr^uhir hEmoiihases. Three months before I saw her she had an 
attack of bleeding lasting five weeks ; then she went a month free from 
bleeding; then it came on again, small dots being passed. The 
bleeding continued till the time I saw her. The uterus was about 1 
the site it reaches at the sixth month of pregnancy. The patient wu 
a good deal pulled down by the bleeding, and it was clearly desirable 
that the uterus should be emptied as soon as possible. Accordingly the 
cervix was dilated with Hoar's dilatota. As soon as it was sufficiently 
open to admit my finger, I felt the placenta attached right over the 
internal os ; in fact, it turned out to be a case of placenta pr^cvia. I 
separated the placenta all round as for as I could reach, and then 
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ruptured the membranes, brought down a te^, and so delivered. The 
whole period occupied, from the time &he U^n to take the anaslhetic 
till the utenu woia emptied, was one hour and twenty minutes. Strict 
antiseptic precautions were osed, the vagina being wished out with 
iodine water before banning, and the uterus washed out afterwards 
with the same aotiseptic Two or three injections of ei^tin were 
piven hypodennically during the operation. Dr. Cockell wrote lo me 
some time after to say that the case had done extremely well, and tiM 
the temperature had never risen above normal. 

NeU.-TU date of this case (No. VII.) was June i885. Since that 
time, seven years ago, I have ceased to rely exclusively on the rapid 
method of dilatation. For further information the reader ia referred to 
page 31. 

I have never had any bad remit from rapid dilatation in my own 

Still, fatal consequences are not unknown, and have probably been 
due (o deep lacerations of the cervix in the neighbourhood of the 
internal os. The action of a dilator is twofold : when merely pushed 
forward it acts as a wedge ; but when a boring movement is imparled 
to il, it acts as a lever as welt, — the fulcrum being at one side o( the 
i%rvix, and the weight (or force aclaally being exerted on the cervix) 
a little in advance of the fulcrum, and at a point opposite 10 it. It is 
important, therefore, not to use a long instrument, because the force 
acting on the cervix i^ in direct proportion to the distance of the hi 
from the fulcrum. 
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Hysterical retention of urine, 399 


operations on the Cervin, 240 




Iodine in cervical catarrh, 149 


Ice-bag, after ovariotomy, 364 


in corporeal endometritis, 157 , 


in hamalocele, 310 


paint to abdomen in chronic 


ImpeifecUy developed uterus, 414 


peritonitis, 290 




water as an antiseptic injec- 1 


74 


tbn, 36, 225. 1 


Imperforate hymen, 97 


for the hands before 




operations, 353 




for the hands in mid- 


complete rupture of petineum, 109 


wifery practice, 387 


of urine, 395 


. for wasMng out the peri- 


as a cause of vulvitis, 89 


toneum, 359 


India-rubber ring pessary, 137 


Iodoform, case of supfiosed poison- 
ing by, 203 




104 


Irritability of the bladder, 395 


Infantile uterus, 415 


Irritating discharges as a cause of 

vulvitis, 90 
Isthmus of Fallopian tube, 263 


Inguinal glands in carcinoma of the 


vulva, 101 




Injections, vaginal, 125 


Keith's drainage tube for ovario- 


intra.t.terine,36 


inmy, 361 
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1 Kiilney, sctofulous disease of. 396, 


Malignant disease, as a cause of 


W 40J. 408 


bleeding, 65, 71 


lumouts of the, diagnosis from 


- — ■ of the liody of the ulema, 248 


bvttriBn tumours, 341 




Kidneys, palpation of, 8 


ofthe ovary, 319 


nuilignant disease of, 408 


of the peritoneum, 379 ^^J 


Klein on the diagnosis of gonot- 


— of the vagina, 138,217.259 ^H 


rh«4.m 


-— of the vulva, tot ^^M 




Massage in hyiteria, 420 ^^^| 


Lalnum, aliscess of, 92 


local, in chronic pelvic in- ^* 


cyst of, 92 


flammation, 83 


Ihtonilnis of, 100 




I^lKiur in the etiology of inflain- 




malion of (he pelvic organs :— 


Menopause, artificial production of, 


of cervical endomelriiis, 


192 


141 


bleeding occurring at, 65 


of corporeal endomelri- 


bleeding occuning years after, | 


lis, 150 


^m 


of pelvic cellulitis, ago 


Menorrhagia and metrorrhagia, 51 ^^^^| 


■ of pelvic peritonilis, 179 


Menstruation. 42 ^^^| 




abnormalities of, 44 ^^^f 


of vaginitis, t ig 


during pregnancy, 53 


Laceration of cervix, 151 


Melrilis, 157 


Lactation, importance of. 164 




protiacled, as a cause of 


cinomaoJ' the cervix, 116 


menorrhagia, 66 




Laminaria tents, 37 


tumour, 32s 


Leeches in pelvic peritonitis, 289 


of erosion of the cervix. 


I.«ucotrb<ea, 143 


'45. Mfi 


Ligaments, the broad lignmenls, 163 




Ihe ovarian ligament, 263 


mettiiis, 156 


the round ligaincnts, 263 


of mucous polypi, 305 


■ Ligature, in ovsriolomy, 355 


of ovarian fluids, 334 


m in the lupra-viginaj otnputn- 


Micturition, disorders of, 395 


1 lion uf the cervix, 227 


in cystitis. 396 


I Linexalbicantes, 6 


in fibroid tumour, 173 


I LiBlerism in ovariotomy, 347 


-- in hysteria. 399 




in malignant disease of Ihe 


1 Douglas's pouch, 383 


kidney, 408 




in ovarian lumoBr, 338 ■ 


1 Malfoimations of uterus vagina, 




1 imdvtiliv, 410 


— in proUpse, 134 ^^^H 
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Micluiiliou, in retroversion of Ihe 




gr«vid uleras, 397 


Old age as a cause of va^lis, lig 




Oiiphoreclomy for dysmenoirhosa. 


— - in vaginilis. lao 


83 


in vascular caninde, 92 


for fibroids, 19a 


Missed abortion, 5a 




Mobilit)' of the utenis, 21 


appendages, 17s 


Mode of inlnylucing tents, 37 




of investigalirg a case, 1 


81 


of passing ihe finger into the 


— in mulliparous uterus. 


vaf^na, 16 


160 


Molar pregnancy, 56 




Mortality of hysterectomy, for fi- 


Os btemuro, iti regard to passing 


broids, 194 


the sound. iS 


of eilirDHtion of Ihe uterus 


Ovarian artery, 3S3 


for cancer, 151 


eorpuiclcs of Dtysdale, 334 


ofovaiiotomy. 104, 365 


— fimbria. 263 


of supra- vaginal aminitalionof 


ligament, i6j 


Ihe cervii, 130 


tumours. 319 


Mucous membrane of cervix, 145 


^ as a cause of bleeding, 66 


polypi, »s 


diagnosis, 334 


BS a cause of btecding. 65 


— prognosis, 330 


Mucous tubercles, 96 


structure, 314 


Miiller, ducts of. 413 




Multiimrous uterus, 160 




Myoma of the ovaiy, 319 


tumours, varieties, 322 


of the uienis, 167 


Ovaries, absence of, 47 






Nabolhi, ovnia, 144 


structures, 74. 2S4, 184 


Needle, straight in handle, for 


carcinoma of, 319 


perineorrhaphy, 107 


cysts of. 319 


Needle-holder, 113 




NeedleB.Emmctt's.forlhecervix.MS 


development of, imperfect, 47 


Hagcdom's, 114 


displacements of, 369 


for ovariolomv, 349 


fibroids of, 319 


Nilaloti's cyst forceps, 349 


hernia of. 369 


Neurnlgic dysmenonhcca, 7 J 


inflammation of. 365 


treatment of, 82 


■ position of, 369 


Nitrate of silver, 91 


— - prolapse of, 369 


NUck. canal of, 94 


- proliferous cysts of, 322 


Nulliparous uterus. 158 


sarcoma of, 319 


NymphiE, S6. loi 


Ovariotomy, 344 
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Ovaritis, 365 


Peritoneum, folds of, forming the 1 


OvCT-locUtion as a cause of bleed- 




ing, 66. 71 


opening in ovariotomy, 354 


Onili Nabothi, 144 


opening DoueIbe'b pouch in 


Ovulation and menstrualion, 43 


supra- vaginal amputation of the 


Pain in carcinoma of the cervix, Z20 


ccrvii, 337 ^^1 
in procidentia uteri, 132 ^^^^H 


of thebodyofllieutems, 


I'eritonitis, 379 ^^H 


149 


Pessary, cup and stem, 13S ^^^H 


ovarian tumours, 327 


Hodge-s, 3S9 ^^M 


Palpation of the abdomen, 8 


india-rubber watch-spring, ^^M 


Papillary erosion, US 


'37 ^M 


Papilloma of the cervix, i2i 


general rules to be observed in ^^^H 


Papillomaia of the vulva, 94 


using, 3SS ^^H 


Parametritis, ago 






Placenta, portions of retained, 54 ^^^H 


redicle, treatment of. in ovario- 


priEvia. 55 ^^M 


lomy, 35S 


Placenta! polypus, 64 


I'elvic atiscess, 201, 367, zSl, igt 


rlayfair's probe, 149 


cellulitis, 890 


Polypi of the ulcrus, 204 


inHamnwtion, 279 


Position of tlie ulcrus, the normal, 


_ as a cause of displace- 


373 


ments, 381 


for vaginal enamination, 13 


— as a cause of dytmcDor- 


Posterior fomii, 2t 


rlnca, 74 


Posture of patient in para- Mid 


as a cause of sterility, 


perimetritis, 295, 282 


41S 


Pouch of Douglas, descent of, in 


haematocelc, 301 


procidentia uteri, iji 


■ — - pcrilonilis, 271) 


incarceration of uterus in, 


Pcrcuuion, 11 


3S0 


PetimetritiB, 379 


opening in operations on 


Perineal body, 105 


the cervix. 337 


Perineorrhaphy, immcdiale, 105 


prolapse of ovary into, 




369 




Pregnancy complicated with fibroid 


central rupture of, 104 


tumour. 177 


relation of ruptured perineum 


complicated with ovarian tu- 


In prolap«e, 133 


mour, 338 


Peritoneum, relation of, to uterus 


complicated with carcinoma of 


and vagina, 163 


the cervi;., 56, 238 


folds of, furming the brond 


diagnosis of, from fibroid tu- 1 


ligaments, 263 


mouti, 174 ' 
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^H PregnaneypdiBgnosb of, from ovarian 


Retention of urine, in retroversion 


■ lumoun. 337 


of the gravid uterus, 397 




Retroileidon, 374, 376 


H as a cause of pruritus, loa 


Retro-peritoneal cysls, 331 


^H Present state, the, in case-taking. 


Retro-uleone hwrnotocele, 304 ■ 


^H 


RelroTersion, 376 ^^J 


^H FAddentm uteri, 131, 135 




^^H Prolapse of Ihe ovaiy, 369 


in prolapse, 132 ^^^1 


^^P of the uterus, 131 


Ring pessan-. i37 ^SM 


^" of the vifiinil walls, tji 


Rodent (or corroding) ulcer of cn^^^ 






Pruritus vnlvK, loa 


Room for ovariotomy, 344 


Puberty, the age of, as a caose of 


Round ligaments, shortening the. 




140 1 


symptoms of atresia at, 97 


Rupture of the perineum, 104 


Purse-string suture, loS 


influence of in cases of 


Pyelitis, 400 


prolapse. 133 


Pyometra, 156 




Pyonephrosis, 341, 403 


Salpingitis, 262 


Pyosalpinx, 267 


as a result of vaginitis, 123 




Sarcoma of the body of the uterus. 


Quarlers of the pelvis, 21 


360 




of the cetvU uteri, 258 




-—of the ovary, 319 


Recamier'scurtlte, 153 


of the vagina, 128, 260 


Rectal examination, 30 


Scissors benl on the flal for ovario. 


Recti, separation of, 9 


tomy, 34S 


Rectocele, 131 




Remote parametritis, 395 


of, 7 


perimetritis, 295 


Senile vaginitis, 119 


Renal lutnours and orarian, 341 


Septic matter, introduced by the 


Rcplscemenl of uterus with sound. 


nails, 287 


379 


— — introduced by the sound, 


Repositor for iavetsion of the uterus, 


29 


39a. 393 


causing cellulitis, agi 


Relamed menses (hranatokolpoi, 


causing peritonitis, 279 


■ himatometra), 98, 416 


Septica:mia from (he use of tents. 


H Retention of mine, due to fibroids, 


33 


■ 173. 399 


Serous peritonitis, 281 


m — 'l"^ '" hysteria, 399 


Sickness after ovariotomy, 363 


^M due to ovarian tumours, 




■ 


Simon's sharp spoon, 245 
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Sinu's speculum, 23 


Subinvolution as a cause of bleed- 


Size of the utcrns, eilimation of the. 


ing. 5*. ?■- 


11 


case of, 152 


Skin-cracks, 6 


Shlphate of copper for catarrh of 


Souffle, funic, ij 


the cervi«. 148 


ulcrine, 13 


Suljihocarbolate of zinc for vaginitis. 


Sound, the nterUic, z6 


124 


in anteflexion, 376 


Superinvolation of the uterus, 165 


by no means always neces- 




saiy, a6 


Suppuration in dilated Fallopian 


directions for passii^, aS 


lubes, 267 


in fibroids, 179 


in hematocele, 309 


in inversion, 188 






parameUilU, agg ^H 


fleuon, 379 


in ovarian tumours, 336 ^^H 




— in pelvic cellulitis, 391, 294 ^H 


in iuperinvolulion, 165 


peritonitis, sSl ^^H 


Sounds heard over the prt^narit 


Supra-vaginal amputation of {t^^H 


uterus, 12 


cervix 335 ^^H 


Specuium, Barnes's crescent, 24 


Sutures in ovariotomy. 349, 359 ^H 


Bryant's rectal, 402 


Syphilis of the vulva, 95, lOI ^^H 


Cusco's bivalve, 15 


Syringe, Higginson's, 288 


Fuigusson's, 11 




Sims's, aj 




Spencer Wells's pressure forceps, 


perineum, 115 ^^ 


346,347 


Staffordshire knot, 356 ^H 


irocar. 3Sg 


Tangle 37 ^H 


Sphincter ani, operation to restore. 


Tapping in dilated tubes, 272 ^^^| 


114 




rupture of, 104 


in parovarian cysts, 371 ^^1 


1 Splenic tmnoors, J43 


m purulent pelvic inflamni^^H 


Sponge tent, 37, 154 


tion.30Z ^H 


Sponges for ovmiiotomy, 346 


Teeth in dermoid cysts, 325 ^^ 


Spotty vaeinicis, i23 


Temperature, high, after ovario- 


Spray in OTariolomy, 348 




StalfordsMie knot, 356 


Tendcmcss on palpating ilic abdo- 


Sterility, 41 S 


men, 9 


Slicks of line sulphate and alum for 


Threatl worms as a cause of vulvitis, 


cervical caWrrh, 150 


87 




as a cause of pruritus, t02 


107 


ThrombiHls comjilLcnling ovaria^^H 


Subinvolution of uterus, 158 


tumour, 329 ^H 
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^H Thrombus of the hl>ium. 100 


Urogenital sinus, 411 Tm^H 


^H Tour de matlrc, 19 




^1 Transverse section of uterus, 3S5 


sec Inlroduclion) 1 


^H Trocar for ovariotomy, 350 


Uterine artery, 384 


^m Tube for washing out the uterus, 36 




^^ Tubo-ovarion cyst. 168 


dysmenorrhcea, 83 


Tumours of the ovaty. 3 1 9 


for fibroids, 192 , 


of the uterus, 167 


contmetions, in diagnosis, 10, 1 


o( the vagina, 127 


338 


Tupelo tcnl. 37 


forceps, 38 


Typeofmenstnialion, 41 


— souffle, 12 




sound, 26 


Ulceration, so-called, of cervix, 144 


tube, 36 




Uterus, absent or rudimentary, 47, : 


»34 


41* 


corroding, of cervix, A2I 


amputation of, for fibroids. 


syphilitic of cerva, 211 


194 




— anatomy of, 158. 26 J, 384 


Ulcerous vaginitis, 133 


anteflexion of, 372, 380 


Ulcers of tbe inveiled vagina in 


— anieversionof. 375. 380 


procidentia, 135 


arterial supply of, 384 


Umbilical souffle, 13 


— bicorais, 414 


Umbilicus, condition of. to be noted 


carcinoma of body of, 248 1 




carcinoma of cervii of, 3II 


5.6 


- — - congenital atrophy of. 415 , 


Uramia in carcinoma, 223 


congestion of, not caused by 


Ureters, relation of, lo cervii uteri, 


flexion, 3S3 ' 


Z2S 




• calhelerisation of, 401 


curetting, cases illustialing, 


dilatation of, in cuses of car- 


>S" 


cinoma, 21S 


extirpation of, per vnginam. 


in cases of ovarian lo- 


*53 


mours, 31S 


fibroid tumours of, 167 


inspecting tbe orifices of, 401 


infantile, 41S 


Urethra, malignant disease of, lol. 


inflammation of, 157 


399 


inversion of, 391 


position of, 86, 87. 88 


malfonnations of, 4" 


stricture of, 395 


mobility of, 21 


vascular caruncle of, gt, 395 


^-peritoneuraof, 159, 253 


Urethritis, 85, 120, 395 


polypi of, 204 


Urine, incontinence of, 395 


position of. the normal, 373 


relentioo of, 395. 397 


prolapse of. 131 
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EX. 4 


^B Uterus, relroileiion of, 374i 37? 


Venous sinuses round fibroid 


1^ retroversion of. 132. 375 


mours, 175 


- — - rajcoma of, 258 


— - thrombosis, in carcino 


— septus, 4" 3 


:;:o,336 


shape of, in multipara, t6i 


' in ovarian tumours, 3 


of, in virgin, 159 


Versions of uterus, 37S * 




Vesico- vaginal lislula, 396 Jl 


superinvolution of, 165 


Vesicular mole, 56 1 


umcomis.4'a 


Vestibule, boundaries of, 86 ^ 




development of, 411 


VsEina, absence of, 415 




- — ■ atresia (occlusion) of, 416 


as a cause of bleed 


capacity of, 17 


71 


carcinoma of, 118 


Volsella, 34 J 


— - cicatrisalion in, after labour. 


Vulva, abscess of, 92 


4.7 


anatomy of, 86, 87, SS. 


— cysts of, 117 


atresia of. 97, 410 


■ rliseftses of, 1 19 


. ■ carcinoma of. lOI 




— cysU of, 93 


- fibroids of, laS 




glands of, 123 


fibrous tumour of, I03 




fissure of, 99 


— - plagging in carcinoma, 244 


haimatoma of, 100 


prolapse of, 131 




.--sarcoma of, 128,259 




septum in, 416 


pruritus of, I02 


shape of, 137 


varicose veins of, too 




Vulvitis, 85 


portion of cervui, 159, aiy 




Vaginismus, 125 




Vagioitis, 1(9 


Warts of the vulva, 94 


Varicow Tcins of the vulvn, 100 


Washing out the uterus, lube 


VascuUrcaruncleofutelhra, 91 


36 


as a cause of bleeding. 


Weir Mitchell treatment for 


ri 


lerifl, 420 


as a cause uf vaginis- 


White's reposilor for inve* 


^H mus, 126 
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